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OVERSIGHT HEARING: HIRING PRACTICES 
AND QUALITY CONTROL IN VA MEDICAL 
FACILITIES 


TUESDAY, NOVEMBER 6, 2007 

U.S. Senate, 

Committee on Veterans’ Affairs, 

Washington, D.C. 

The Committee met, pursuant to notice, at 9:34 a.m., in room 
SD-562, Dirksen Senate Office Building, Hon. Daniel K. Akaka, 
Chairman of the Committee, presiding. 

Present: Senators Akaka, Murray, Durbin and Burr 

OPENING STATEMENT OF HON. DANIEL K. AKAKA, CHAIRMAN, 
U.S. SENATOR FROM HAWAII 

Senator Akaka. This hearing will come to order. This morning’s 
hearing will focus on hiring practices and quality controls in VA 
hospitals and clinics. Among the issues we will address are the re- 
cent events at the Marion, Illinois, VA Medical Center. VA’s inter- 
nal tracking found a sharp and disturbing increase in the number 
of deaths at that hospital. In addition, they found cases of serious 
and unexpected complications from routine surgeries performed 
there. 

As Chairman of the Senate Committee on Veterans’ Affairs, it is 
very important to me that all veterans get the best possible care 
from the best possible health care practitioners. To achieve that 
goal, we must ensure that all providers are appropriately checked 
for their credentials and privileges. 

I note that the Inspector General’s office is in the midst of an in- 
vestigation about the personnel involved in those events at the 
Marion VA, and because of this the IG will not be testifying today. 

Knowing of Senator Durbin’s interest, and with Senator Burr’s 
concurrence, I have asked Senator Durbin to join us on the dais for 
this hearing. While this issue was brought to my attention due to 
the troubling situation at the Marion VA, it may indeed have impli- 
cations for the entire VA health care system and the more than 
140,000 providers employed by VA. 

When the IG’s investigation is complete, the Committee will re- 
view that report to ensure that no structural problems exist in VA’s 
process to appropriately screen its employees. If systemic problems 
are found, we will work to address them. 

I want to thank you all for being here, and we look forward to 
the testimony of our witnesses. 


( 1 ) 
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At this time I would like to call on our Ranking Member for his 
comments, and then we will turn to Senator Durbin. 

STATEMENT OF HON. RICHARD M. BURR, RANKING MEMBER, 
U.S. SENATOR FROM NORTH CAROLINA 

Senator Burr. Thank you, Mr. Chairman. I appreciate you call- 
ing this hearing to look into what I think are extremely important 
matters. I would like the record to note that I know that there is 
interest on the part of Senator Durbin and Senator Obama, and 
were this North Carolina, I would have the same interest, and I 
am sure Senator Murray would for Washington. And as Committee 
Members, it is our responsibility to look into this. I asked the 
Chairman, though, not to hold this hearing because I think it is 
premature and inappropriate when there is a current investigation 
going on to believe that we can get to the bottom of the problem 
and that, in fact, we might — and I stress the word “might” — en- 
cumber the IG’s investigation by what might be said, what might 
be reported, or what might be asked. 

So, I reluctantly am here today. I understand the need of the 
State’s Senators to be in front of this issue, and I respect the fact 
that both of them have been very vocal on it. And it is my under- 
standing that the VA is currently in the process of sending a team 
in to look at multidisciplinary assessments of the entire Marion fa- 
cility. 

We do owe our veterans not only the very best medical care but 
also the highest quality professionals that we can put there to de- 
liver that care. One way to show our commitment to our veterans 
is to ensure that the VA’s hiring practices conform to the highest 
standards possible. However, these recent allegations of sub- 
standard care at the Marion VA Medical Center have called into 
question the VA’s current system for credentialing and privileging 
health care professionals. 

Everyone in the veterans community — including those who care 
for veterans professionally, concerned family members, and vet- 
erans themselves — was alarmed when they learned of the sharp 
rise in deaths at Marion. These deaths have raised many questions 
about whether substandard care and poor hiring practices are to 
blame. 

As you pointed out, Mr. Chairman, the VA Inspector General is 
in the midst of an investigation into the deaths at the Marion VA 
facility, which is why he declined to testify at today’s hearing, and 
I am glad he did decline. I have spoken to the Inspector General. 
He has assured me this is an active, ongoing investigation, and 
that when that investigation is complete, he intends to fully brief 
this Committee and to make himself available for any requests for 
hearings. 

Mr. Chairman, I would suggest today, rather than jump to con- 
clusions about what did or did not happen, or what may or may 
not be wrong with VA credentialing, that we wait until the IG has 
done his work. Let him investigate these issues and report back his 
findings. At that time, we will be better able to answer questions 
such as: Was the VA credentialing or privileging process itself at 
fault? Was the Marion facility negligent in following the estab- 
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lished VA process? And what exactly happened at Marion and, 
more importantly, who is responsible? 

Mr. Chairman, we owe it to the surviving families to get to the 
bottom of the Marion case. We also owe it to our veterans to find 
out whether the rise in deaths at Marion is a warning sign of a 
system-wide credentialing and privileging problem within the VA. 

Mr. Chairman, I know we both share a desire to see that these 
issues are thoroughly investigated. Once the IG’s work is complete, 
I hope you will be calling a hearing, one where we can call the ap- 
propriate witnesses — not that those who are here today are not 
welcomed, but that we can look at the facts and ask the hard ques- 
tions but, more importantly, get the right answers as it relates to 
the Marion VA facility. 

So, Mr. Chairman, again, I thank you for the opportunity to be 
here. I welcome my colleagues. Senator Durbin and Senator Mur- 
ray, and I am sure that if, in fact, there is some information to 
glean today, we will glean that. 

Senator Akaka. Thank you. Senator Burr. 

Senator Durbin? 

STATEMENT OF HON. RICHARD J. DURBIN, 

U.S. SENATOR FROM ILLINOIS 

Senator Durbin. Mr. Chairman, thank you very much, and. Sen- 
ator Burr, thank you for agreeing to this hearing. And I would like 
to say at the outset that Senator Obama and I have been involved 
in this from the start. Although he is not here this morning, he cer- 
tainly shares my concern about what has happened at the Marion 
VA Hospital. 

Let me say at the outset that the Marion VA Medical Center has 
served veterans in our region for generations, with extraordinarily 
good professional care. It enjoys a great reputation in southern Illi- 
nois, Indiana, and Kentucky for providing that care for veterans 
who have served us so honorably in many places around the world. 
And that is why this current situation is so troubling. 

Let me concur with Senator Burr. We will not know the details 
on what happened here until the inspection is complete. There are, 
in fact, two inspections underway — one by the Inspector General’s 
office and the other, I am told, by the quality assurance team at 
the Veterans Administration. And I welcome their conclusions, and 
I hope they are presented thoroughly and very soon. 

But there are some things that we do know that are indis- 
putable, and the information I am about to relate has been related 
directly to me by the Veterans Administration and I think is the 
reason why we can meet today and talk about some of the larger 
issues that this presents. 

We know that in August of this year, it came to the attention of 
the Veterans Administration that there was a dramatic increase in 
surgical deaths at the Marion VA Medical Center, so much so that 
investigative teams were sent quickly and determined to give ad- 
ministrative leave to four of the top administrators at this Marion 
hospital. Shortly thereafter, a surgeon resigned — Dr. Mendez — and 
surgical activities were severely curtailed at the Marion hospital. 
That continues to this day while the investigation is underway. 
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There have been serious questions raised about the credentialing 
of the doctor who resigned, and I think that is what has given rise 
to our need for this hearing. This doctor was licensed in the State 
of Massachusetts and in the State of Illinois when he came on the 
staff of the Marion VA Medical Center. And it was after that time, 
about a year after, maybe a year and a half after he came on at 
the Marion VA Medical Center, that he surrendered his license in 
the State of Massachusetts to practice medicine, and it was charac- 
terized as for “nondisciplinary reasons.” When he was asked why 
he would surrender his license to practice, he indicated he did not 
plan on returning to Massachusetts and he did not want to con- 
tinue to pay the fees that were involved. I think those facts are 
basic and not much dispute about them. 

We have come to learn that before he was hired by the Marion 
VA Hospital, he had two malpractice cases filed against him in the 
State of Massachusetts and one disciplinary action by a hospital. 
The question that I think this raises is: What is due diligence? 
What should the VA use as their standard to determine whether 
a doctor is fit and competent to practice at a Marion VA medical 
facility or any VA medical facility? 

There are serious questions that have been raised here about the 
level of communication, for example, between the State of Massa- 
chusetts and the VA medical system in general and Marion VA in 
particular. As I understand it, a person can practice at a VA facil- 
ity without being licensed in the State where that VA facility ex- 
ists. And so, obviously, there is a need for communication with 
other States and other licensure boards to find out whether any- 
thing extraordinary has happened. 

Since this investigation is underway, it has been publicly re- 
ported that another doctor has been suspended at the Marion VA 
Medical Center for his failure to disclose that he was licensed in 
another State. The reason that is important, of course, is that we 
want to keep on top of that situation to see if there have been any 
problems with that licensure in the other State. 

Well, under the circumstances here, there are a lot of questions 
that need to be asked and answered about the policies of 
credentialing medical professionals who come into the VA medical 
system. I have been told that there are some 15,000 to 18,000 doc- 
tors in the system at this time. So, clearly, this is a major responsi- 
bility and undertaking by the VA. 

The one point I would like to make to Senator Burr — and I hope 
he will understand and appreciate — is that I asked Members of my 
staff to go down to Marion and to talk to some of the people who 
were there. They have established a line of communication with a 
number of people who are participating in the investigation, as 
they should, and I encourage them to. But the sad reality is that 
at least three or four people with significant information in impor- 
tant positions at the Marion VA Medical Center have commu- 
nicated to my office that they are unwilling to come forward, and 
they do not want to give this information for fear of reprisal and 
for fear of being terminated. 

Now, let me say in conclusion here a word about Acting VA Sec- 
retary Gordon Mansfield. I did not know the man until we got in- 
volved in this issue. He has come by my office, and we have spoken 
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on the phone several times. I do not think we could ask for a better 
person to be head of the Veterans Administration. Mr. Mansfield 
is a veteran of Vietnam. He still carries the wounds from those bat- 
tles. And I am convinced, I am personally convinced, that he is 
dedicated to the veterans in our country above everything else. His 
responses to me throughout have been clear and unequivocal. He 
wants to know what happened here. He wants to get to the truth, 
and he wants to protect those who will come forward in an honest 
fashion to tell what happened. He has said that to me repeatedly 
and said it again this morning. He told me that he is sending a 
special team now from the Veterans Administration to Marion to 
try to establish a better line of communication here. 

We really need to get all the information and facts in, and. Sen- 
ator Burr, I hope that this hearing, which will be reported, I am 
sure, back in Illinois, will be an indication to those employees to 
cooperate in good faith with the investigation, to feel that they can 
come forward and tell what happened honestly in this circumstance 
and get to the truth of it. 

In the meantime, I hope this hearing will help us understand the 
process that is being followed to make certain that this never hap- 
pens again and that we do everything we can to make sure that 
people in the VA medical system, the medical professionals, are 
skilled and competent. 

Thank you. 

Senator Akaka. Thank you. 

Senator Murray? 

STATEMENT OF HON. PATTY MURRAY, 

U.S. SENATOR FROM WASHINGTON 

Senator Murray. Thank you very much, Mr. Chairman and Sen- 
ator Burr, for holding today’s important hearing on the tragic 
events that happened in Marion. Even with all of the controversy 
that is going on with the Department of Veterans Affairs within 
the context of this conflict, I know and I believe that overall our 
physicians and our clinical staff at the VA provide excellent care 
for our veterans. We hear it everywhere we go. The VA health care 
system has been an innovator in clinical care, in research in areas 
like PTSD and trauma care and electronic medical records, and 
they boast some of the most talented, knowledgeable physicians 
and staff in the country. So it was for that reason that I was deeply 
concerned when I heard about the physician at the Marion VA that 
was responsible apparently for providing care to our veterans that 
may have put them in danger. 

So I hope that today’s hearing, Mr. Chairman, is an opportunity 
to look at the procedures that are in place in the VA in terms of 
screening physicians and clinical staff so that we know the best 
procedures are in place so that an incident like this will not occur. 
And I think it is important that we ask the question of whether 
or not this was an isolated event or whether we have a system- 
wide issue. We want to know how common these problems are or 
possibly could be within the system. And I would like to know what 
the process is that the VA does have for screening health care pro- 
viders as we are in the process right now of hiring a number of new 
physicians as we are putting a lot more resources, importantly, as 
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we should be — into the VA today and, importantly, how we can pre- 
vent a tragedy like this from ever occurring again. 

So I think today’s hearing is extremely important. I think the 
men and women in uniform who serve us very proudly have a right 
to know that we are doing due diligence to make sure that the care 
that they get is the best possible, that we have safe and effective 
care for them. That is the highest quality care available. 

So I appreciate the opportunity to have this hearing today, and 
I look forward to hearing from all of our witnesses so that we can 
learn from the tragedy that has occurred. 

Thank you. 

Senator Akaka. Thank you. Thank you very much. Senator Mur- 
ray. 

I want to welcome the first panel, from the Department of Vet- 
erans Affairs, Dr. Gerald M. Cross, Principal Deputy Under Sec- 
retary for Health. He is accompanied by Dr. Peter Almenoff, Direc- 
tor of the VA Heartland Network; and Dr. George O. Maish, Jr., 
Chief of Surgery at the Lebanon, Pennsylvania, VA Medical Center; 
and Kate Enchelmayer, Director of Quality Standards for the Vet- 
erans Health Administration. I want to thank you all for being 
here today, and as I mentioned in my opening statement, we are 
focusing on hiring practice as well as quality controls in VA hos- 
pitals and clinics. And, of course, what has happened in the Marion 
event also plays in this, and we are looking at credentials of the 
medical professionals. 

And, with that. Dr. Cross, will you please begin? 

STATEMENT OF GERALD M. CROSS, M.D., PRINCIPAL DEPUTY 
UNDER SECRETARY FOR HEALTH, U.S. DEPARTMENT OF 
VETERANS AFFAIRS; ACCOMPANIED BY PETER ALMENOFF, 
M.D., DIRECTOR, VETERANS INTEGRATED SERVICE NET- 
WORK 15; GEORGE O. MAISH, JR., M.D., CHIEF OF SURGERY, 
LEBANON, PENNSYLVANIA, VA MEDICAL CENTER; AND 
KATHRYN ENCHELMAYER, DIRECTOR, QUALITY STAND- 
ARDS, VETERANS HEALTH ADMINISTRATION 

Dr. Cross. Good morning, Mr. Chairman and Members of the 
Committee. Thank you for the opportunity to come here today to 
discuss VA’s Credentialing and Privileging and its impact on cur- 
rent events at the Marion VA health care facility. I am accom- 
panied by Ms. Kate Enchelmayer, our Director of Quality Stand- 
ards, to my right; Dr. Peter Almenoff, at the end of the desk, the 
Director of Veterans Integrated Service Network 15; and Dr. 
George Maish, Jr., Chief of Surgery, Lebanon, Pennsylvania, VA 
Medical Center. 

My testimony will summarize our extensive credentialing and 
privileging process. I will also describe the National Surgery Qual- 
ity Improvement Program, now famously known as NSQIP, that 
prompted our investigation at Marion. 

Before I begin, please be assured that my foremost priority, VA’s 
foremost priority, is the care and well-being of our patients, our 
veterans. That priority is what led us to take swift action at the 
Marion VA facility. Credentialing: Credentials are a person’s edu- 
cational, training, experience, current competence, health status, 
certification, and licensure documents. VA’s standardized electronic 
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credentialing program, called “VetPro,” is used system-wide to doc- 
ument the credentials of health care providers. VA realizes that ac- 
curate credentialing is a cornerstone to ensuring qualified health 
care providers are hired and, in addition to the credentialing done 
on every licensed provider, the process of privileging that provider 
to administer care within the scope of his license and clinical com- 
petence and within the medical center’s supporting capability re- 
mains an essential part of the initial processing that must be com- 
pleted before the provider begins his duties within the VA. This 
process is completed on initial appointment and at a minimum of 
every 2 years thereafter, before transfer from another medical facil- 
ity, or whenever the provider requests an addition to his or her 
privileges. 

The credentialing officer at a medical center obtains primary 
source information on all credentials. This is accomplished by di- 
rect contact with the source providing the education, training, cer- 
tification, licensure, or registration. Information submitted by an 
individual health care practitioner is verified at that source. This 
includes confirming the practitioner’s answers to 17supplemental — 
sometimes called “attestation” — questions specific to denial, sur- 
render, revocation, and termination of a credential, privileges, and 
medical society affiliation, as well as any convictions. If a provider’s 
license required for the position within VHA has ever been revoked 
or surrendered for cause — that is, for reasons of substandard care, 
professional misconduct, or professional incompetence — that pro- 
vider is not eligible for employment in VHA unless that license has 
been fully restored. All practitioners must possess at least one full, 
active, current, and unrestricted license to practice. 

In addition, VA uses other flagging systems during the 
credentialing process and the determination of suitability for em- 
ployment. These include, but are not limited to, the National Prac- 
titioner Data Bank-Health Integrity and Protection Data Bank, 
and the Disciplinary Alerts Service of the Federation of State Med- 
ical Boards. Moreover, VA continuously monitors physician licen- 
sure for any disciplinary or untoward activity with the FSMB. VA 
also queries a database maintained by the Office of the Inspector 
General at the Department of Health and Human Services that 
lists all individuals and entities that are currently excluded from 
participation in Medicare, Medicaid, and all other Federal health 
care programs. 

VA also uses the background investigation that is generally re- 
quired on all new Federal employees. It consists of a National 
Agency Check, the Defense Clearance and Investigations Index, the 
FBI Identification Division’s name and fingerprint files; as well as 
written inquiries and searches of records covering specific areas of 
a person’s background during the past 5 years. Those inquiries are 
sent to current and past employers, schools attended, references, 
and local law enforcement authorities. 

Now to clinical privileging. In VA, health care providers licensed 
for independent practice are given “privileges” that cover the 
breadth of their area of clinical practice. Specifically, these privi- 
leges are permissions to perform the individual procedure(s). These 
requested procedures are recommended by the executive committee 
of the medical staff and approved by the medical center director in 
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accordance with medical center bylaws. Clinical privileges are fo- 
cused on provider clinical practice and are medical center-specific, 
provider-specific, and within the scope of the provider’s licensure, 
training, experience and competency, medical/clinical knowledge, 
and the provider’s health. Consideration is also given to any infor- 
mation related to medical malpractice allegations or judgments, 
loss of medical staff membership, and loss of clinical privileges. 

Clinical privileges are granted for a period not to exceed 2 years 
at which time they must be re-evaluated and reissued. The service 
chief assesses updated information that mirrors items reviewed at 
the provider’s initial appointment. The service chief then rec- 
ommends which privileges should be granted or re-granted to the 
executive committee of the medical staff which is chaired by the 
medical center chief of staff. The executive committee evaluates the 
materials to determine if medical and clinical knowledge and clin- 
ical competence are adequately demonstrated to support re- 
credentialing and the granting of the requested privileges. A final 
recommendation is then submitted to the medical center director 
who is the authority to grant privileges. 

Now I want to mention NSQIP. NSQIP is that program that 
gathers aggregate data from surgical outcomes to determine wheth- 
er there are significant deviations in mortality or morbidity rates 
for major surgical procedures. Since the beginning of fiscal year 
2007, this information is reported on a quarterly basis. Prior to 
that time, the information had been gathered yearly. It was de- 
cided that NSQIP would be a better tool if the data were gathered 
more frequently. This was reinforced when our NSQIP data was 
evaluated after the onset of the new timing. 

In response to an elevated ratio of expected surgical deaths dur- 
ing the first two quarters of fiscal year 2007, we, the VA, sent a 
NSQIP team to conduct an onsite visit at the Marion, Illinois, VA 
Medical Center. This was conducted as part 

Senator Akaka. Dr. Cross, will you please summarize your state- 
ment? 

Dr. Cross. In conclusion, Mr. Chairman, VA has multiple tools 
in place for assessing and evaluating health care, and they are 
working, as in this case, to identify any irregularities and to correct 
them. These tools are part of the ongoing processes that are used 
to not only reveal the positive but also the vulnerabilities and defi- 
ciencies. We acknowledge these findings and seek to actively ad- 
dress the challenges they present. Moreover, the lessons learned 
are disseminated to health care providers throughout our health 
care system. 

Thank you, sir. 

[The prepared statement of Dr. Cross follows:] 

Prepared Statement of Dr. Gerald Cross, Principal Deputy Under Secretary 
FOR Health, Department of Veterans Affairs 

Good morning, Mr. Chairman and Members of the Committee. Thank you for the 
opportunity to come here today to discuss VA’s Credentialing and Privileging and 
its impact on current events at the Marion VA health care facility. I am accom- 
panied by Ms. Kate Enchelmayer, our Director of Quality Standards, Dr. Peter 
Almenoff, Director of Veterans Integrated Service Network 15, and Dr. George 
Maish, Chief of Surgery, Lebanon, Pennsylvania, VA Medical Center. 
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CREDENTIALING 

Credentials are a person’s educational, training, experience, current competence, 
health status, certification and licensure documents. The Department of Veterans 
Affairs’ (VA) standardized electronic credentialing program, VetPro, is used system- 
wide to document the credentials of health care providers. VA realizes that accurate 
credentialing is a cornerstone to ensuring qualified health care providers come into 
the system. In addition to the credentialing done on every licensed provider, the 
process of privileging that provider to administer care within the scope of his license 
and clinical competence and within the medical center’s supporting capability re- 
mains an essential part of the initial processing that must be completed before the 
provider begins his duties within the Veterans Health Administration (VHA). This 
process is completed on initial appointment and at a minimum of every 2 years 
thereafter, before transfer from another medical facility, or whenever the provider 
requests an addition to his privileges. 

'The Credentialing Officer at a medical center obtains primary source information 
on all credentials. This is accomplished by direct contact with the entity providing 
the education, training, certification, licensure or registration. Information sub- 
mitted by an individual health care practitioner is verified with that entity. This 
includes confirming the practitioner’s answers to 17 supplemental/attestation ques- 
tions specific to denial, surrender, revocation and termination of a credential, privi- 
leges, and medical society affiliation, as well as felony charges and any convictions. 
If a provider’s license required for the position within VHA has ever been revoked 
or surrendered for cause (i.e., for reasons of substandard care, professional mis- 
conduct, or professional incompetence), that provider is not eligible for employment 
in VHA unless that license has been fully restored. The practitioner also is required 
to possess at least one full, active, current, and unrestricted license to practice. 

In addition, VA uses other flagging systems during the credentialing process and 
the determination of suitability for employment. These include the National Practi- 
tioner Data Bank — Health Integrity and Protection Bank (NPDB-HIPDB), the Dis- 
ciplinary Alerts Service of the Federation of State Medical Board (FSMB), the 
Health and Human Services Office of Inspector General List of Excluded Individuals 
and Entities (LEIE), the National Agency Check and Inquiry (NACI), and the Spe- 
cial Agreement Check (SAC) (fingerprint check). The NPDB is queried for reports 
of malpractice payments or adverse actions against clinical privileges by another en- 
tity. The HIPDB, which is a national data collection program for the reporting and 
disclosure of certain final adverse actions taken against health care practitioners, 
providers, and suppliers, is queried. Moreover, VA continuously monitors physician 
licensure for any disciplinary or untoward activity with the FSMB. VA also queries 
the LEIE, which is a database maintained by the Office of the Inspector General 
at the Department of Health and Human Services that lists all individuals and enti- 
ties that are currently excluded from participation in Medicare, Medicaid and all 
other Federal health care programs. 

The NACI is the basic and minimum background investigation generally required 
on all new Federal employees. It consists of a National Agency Check (NAC) of 
OPM’s Security/Suitability Investigations Index (SII); the Defense Clearance and In- 
vestigations Index (DCII); the FBI Identification Division’s name and fingerprint 
files; as well as written inquiries and searches of records covering specific areas of 
a person’s background during the past 5 years. Those inquiries are sent to current 
and past employers, schools attended, references, and local law enforcement authori- 
ties. 

Providers as well as all applicants are subject to a pre-employment background 
investigation. The SAC, an 0PM investigation tool is a fingerprint based criminal 
history check that is processed through the FBI. 

CLINICAL PRIVILEGING (PRIVILEGES) 

In VA, a health care provider licensed for independent practice is given “privi- 
leges” that cover the breadth of their area of clinical practice. Specifically, these 
privileges are permissions to perform the individual procedure(s). These requested 
procedures are recommended by the executive committee of the medical staff and 
approved by the medical center director in accordance with medical center bylaws. 
Clinical privileges are focused on provider clinical practice and are medical center- 
specific, provider-specific, and within the scope of the provider’s licensure, training, 
experience and competency, medical/clinical knowledge and provider health status 
(as it relates to the individual’s ability to perform the requested clinical privileges). 
Consideration is also given to any information related to medical malpractice allega- 
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tions or judgments, loss of medical staff membership, and loss or reduction in clin- 
ical privileges. 

Clinical privileges are granted for a period not to exceed 2 years at which time 
they must be re-evaluated and reissued. Re-privilepng begins with the licensed 
health care provider applying through VetPro, updating all credentials/certification 
information, provision of peer references, and, again, answering the 17 supple- 
mental/attestation questions. The service chief assesses updated information that 
mirrors items reviewed for the provider’s initial appointment. The service chief, 
along with the credentialing officer, then recommends which privileges should be 
granted/re-granted to the executive committee of the medical staff which is chaired 
by the medical center Chief of Staff. The executive committee evaluates the mate- 
rials to determine if medical/clinical knowledge and clinical competence are ade- 
quately demonstrated to support re-credentialing and the granting of the requested 
privileges. A final recommendation is then submitted to the medical center director 
who is the authority to grant privileges. 

NATIONAL SURGICAL QUALITY IMPROVEMENT PROGRAM (NSQIP) 

NSQIP gathers aggregate data from surgical outcomes to determine whether 
there are significant deviations in mortality and morbidity rates for surgical proce- 
dures. Since the beginning of Fiscal Year 2007, this information is assembled on a 
quarterly basis. Prior to that time, the information had been gathered yearly. It was 
decided that NSQIP would be a better tool if the data were gathered more fre- 
quently. This was reinforced when our NSQIP data was evaluated after the onset 
of this new timing. 

In response to an elevated ratio of observed to expected surgical deaths during 
the first two quarters of Fiscal Year 2007, a NSQIP team conducted an onsite visit 
at the Marion, IL VAMC. This was conducted as part of the NSQIP ongoing pro- 
gram of surveillance of surgical mortality. The site visit was conducted in August 
2007. 

Following a full and comprehensive investigation of the elevated ratio of mortality 
at the Marion VAMC, the Director took immediate action to ensure the safety of 
patients until the completion of the investigation. All in-patient surgery at the Mar- 
ion VAMC requiring general anesthesia was discontinued immediately. Veterans re- 
quiring surgery with general anesthesia were referred to other VAMCs or, if nec- 
essary, to non-VA hospitals. VA’s Under Secretary of Health (USH) directed the VA 
Office of Medical Inspector (OMI) to conduct an onsite visit. On September 5-6, 
2007, the OMI conducted a visit at the Marion VAMC and confirmed significant 
issues regarding surgical quality and operation and raised issues regarding the 
management environment at the medical center in general. That report is antici- 
pated to be completed in the near future. The USH requested the VA Office of the 
Inspector General (OIG) to conduct an onsite visit. Those findings are not final at 
this time. To date, five members of the Marion VAMC staff have been reassigned 
to non-clinical areas away from the medical center or placed on administrative 
leave. 

VA promptly notified Congress of the initial finding identified by VA’s ongoing as- 
sessment and review processes. VA continues to be responsive to Congressional in- 
quiries, to the extent possible, considering ongoing investigations. 

CONCLUSION 

Mr. Chairman, VA has multiple tools in place for assessing and evaluating health 
care and they are working, as in this case, to identify irregularities and correct 
them. These tools are part of the ongoing processes that are used in not only reveal- 
ing the positive but also the vulnerabilities and deficiencies in VA’s health care sys- 
tem. VA acknowledges these findings and seeks to actively address the challenges 
they present. Moreover, the lessons learned are disseminated to health care pro- 
viders throughout our health care system. 

Mr. Chairman, this concludes my statement. At this time I would be pleased to 
answer any questions that you may have. 

Senator Akaka. Dr. Cross, there are two issues at the heart of 
the situation at Marion. One, did VA do all it could to ensure that 
physicians practicing there were appropriate hires? And, two, when 
deaths and botched surgeries started to arise, did hospital manage- 
ment take appropriate action? Are you confident that VA did every- 
thing possible to verify the credentials of physicians? And are you 
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at this point able to say with certainty that hospital management 
responded appropriately when they were told about problems with 
the surgeon? 

Dr. Cross. Sir, what I can assure you of is that we have taken 
dramatic, swift, definitive action based on the information we have 
at this time and that we had in August. I am not going to be con- 
fident to tell you that I have the complete picture until the inves- 
tigations are complete. That does include the medical inspector in- 
vestigation and the IG investigation. But we have found that we 
have enough concerns — we had enough concerns early on in August 
that we took rather definitive action in removing by detailing out 
the medical center director. We detailed out the medical center 
chief of staff and subsequently detailed out the chief of surgery and 
an anesthesiologist. 

As our investigation has continued, we have taken further action, 
which I have listed in my oral statement elsewhere, and some of 
that just occurring within the past few days. 

Senator Akaka. Your full statement will be included in the 
record. Dr. Cross. 

Dr. Cross and Ms. Enchelmayer, timing clearly poses a problem 
in the process of background checks. Because medical administra- 
tors cannot discuss open disciplinary investigations, prospective 
employees may not be aware of serious issues surrounding poten- 
tial hires. 

The question is: How can the background check process be im- 
proved to ensure timely and accurate reporting? 

Ms. Enchelmayer. I think that I can honestly say that we have 
a credentialing system in VA that is the envy of most of the health 
care industry. We collect a great deal of information on our health 
care practitioners at this time. The application process using the 
VetPro system is an electronic system that actually requires practi- 
tioners to answer the questions that Dr. Cross alluded to in the 
opening statement about actions in their past — voluntary surren- 
ders because they have moved from States, as well as disciplinary 
actions. And they attest to the accuracy of that information as they 
submit their information to us. 

We also ask them for a complete application electronically, which 
includes not only their education and training, but also they are re- 
quested to provide us information on all current and previously 
held licenses and registrations that they did hold. They must also 
account for all gaps greater than 30 days from the time that they 
graduated from their professional program, which gives us a full 
background history, and we can compare that work history to the 
information that they have provided to us so that is available to 
the medical staff leadership and the staff at the facilities to review. 

We use the secondary flagging systems of the National Practi- 
tioner Data Bank and Health Integrity and Protection Data Bank, 
and we actually also use the Disciplinary Alert Service at the Eed- 
eration of State Medical Boards, which is not an industry standard. 
We exceed that when we do query the FSMB for information on 
disciplinary actions on physician licensure. And that database has 
been in existence for many, many years. It precedes the National 
Practitioner Data Bank by a significant number of years. So that 
we do get the disciplinary information as well. 
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When practitioners submit their information, they actually attest 
to the completeness and accuracy of that information, so it is a 
legal attestation and a legal signature that can be used later if the 
information is not complete. 

And then as Dr. Cross said, all information is primary-source 
verified, and we receive all the information that we can possibly re- 
ceive. 

You asked how we could be helped. The health care industry as 
a whole could be helped because we get the same information every 
other hospital and health care entity gets, and that is public infor- 
mation. So we would have to go beyond what all of health care in- 
dustry gets at this time. 

Senator Akaka. Dr. Cross and Ms. Enchelmayer, it is my under- 
standing that doctors’ credentials are updated every 2 years when 
reappointment decisions are made. Is there a process in place to 
ensure that credentials are rechecked as soon as new information 
becomes available in national databases regarding disciplinary ac- 
tions, malpractice payments, or license suspensions? 

Dr. Cross. I will ask Ms. Enchelmayer to expand on this, but I 
want to say yes, and we have involved ourselves with that, taken 
advantage of that, because one of the key credentials is the license 
itself And if action is taken against a license, we do have a system, 
wherever that action was taken, to notify us. 

Kate, can you expand? 

Ms. Enchelmayer. I am happy to, sir. 

VA does subscribe through a contract with the Federation of 
State Medical Boards to the Disciplinary Alert Service. So if a 
State Medical Board takes an action against a license, they report 
that action to their parent organization, the FSMB, and they in 
turn alert all of the member boards, which are 70 osteopathic and 
medical boards, as well as anybody who subscribes to that Alert 
Service, within 24 hours. I personally receive those alerts, and we 
turn them around to the medical centers for immediate processing, 
and they are to bring the information to the attention of medical 
staff leadership for review and action, as well as primary-source 
verify the information with the State Medical Board that led to 
that action. 

Senator Akaka. Thank you very much. 

Senator Burr? 

Senator Burr. Thank you, Mr. Chairman. 

Dr. Cross, I will direct my questions to you, but if you would like 
others to answer them, please feel free. I notice that you did not 
mention in your testimony as to whether or not you believe the VA 
credentialing or privileging problems might have led to any of the 
fatalities at the Marion VA facility. Do you believe that the VA 
credentialing or privileging process is at fault? 

Dr. Cross. I think it is too early for me to assign fault, and I 
think that is where the responsibility will be assigned in the IG 
and the MI investigation. But I do have some concerns. I have con- 
cerns that we follow through, and that once privileges are granted, 
that we make sure that those privileges remain what is appro- 
priate for that individual and that facility. 

Senator Burr. When you say “appropriate for that individual,” 
the scope of their 
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Dr. Cross. The scope. 

Senator Burr [continuing]. Surgical or physician practice? 

Dr. Cross. Correct. 

Senator Burr. Thank you. Was the VA policy adequately fol- 
lowed at the Marion VA facility? 

Dr. Cross. Based on the knowledge that I have at this time, un- 
derstanding the investigation is continuing, it appears that they 
checked all of the things that I have listed off here, which were the 
appropriate things to do. 

Senator Burr. Do you care to share with the Committee your 
thoughts as to what happened or who might be responsible? 

Dr. Cross. Sir, I am respectfully not going to try and assign re- 
sponsibility, but I think the focus of our concerns relate to the 
privileging aspect and the monitoring of the privileging and to 
make sure that the staff onsite are well aware of exactly how per- 
formance is carried out. 

Senator Burr. The Chairman asked a question relative to one’s 
privileging and how that might be affected if something new was 
gleaned in that 2-year period. Let me ask a slightly different ques- 
tion. 

The process you go through for credentialing and privileging is 
a very in-depth process that you explained. I would like to hear 
more about how a medical professional already employed by the VA 
would go about maintaining their privileges. 

Dr. Cross. I will ask Kate Enchelmayer to respond. 

Ms. Enchelmayer. I am happy to answer that question, sir. Ac- 
tually, the privileges are granted for a period not to exceed 2 years, 
but throughout that 2-year period, we have many ongoing moni- 
toring activities at the local facility level, and that information 
should be being routinely analyzed by the service chiefs who are 
supervising the practitioners on that service and by the executive 
committee of the medical staff and the various committees of the 
hospital, looking for any questions that might arise on a practi- 
tioner’s clinical practice during that period. 

At a minimum, though, every 2 years all the practitioner per- 
formance data is to be reviewed and is to be analyzed as that prac- 
titioner renews his or her privileges. 

Senator Burr. Dr. Cross, let me go to that timeline, if I can. I 
am not sure that any of us know exactly what every line means, 
but let me just ask you a question. Given where you start on that 
timeline, which is recognizing in some of the outliers there might 
be a problem here — I take for granted here that is what the first 
arrow is — and ending with the November 1, a general surgeon, an 
orthopedic surgeon, and another surgeon had privileges limited, 
meaning there has been a review not just of a doctor-implicated but 
the entire medical staff. Do you think that the amount of time that 
it was taking to reach each one of those steps is consistent with 
what we would find in any other medical center in the country? 

Dr. Cross. Sir, I would be very impressed if anyone could have 
ever done it faster. This is a quick response, getting three teams 
assembled, three teams conducting the investigations, and we took 
actions, not waiting for all the teams to come back and report. We 
took actions based on the information that we got early on. That 
action that we took was pretty dramatic in terms of removing from 
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the facility key leadership individuals. And we did that early on in 
that cycle, before the IG report came back, before the MI report 
had been finished. We thought that we had enough concern — and 
we did — to take action to make sure that our patients were pro- 
tected, and we did that early on in the cycle. 

I want to emphasize one thing that you asked about. Our inves- 
tigation is not limited to just one individual. We are taking the 
broader picture, checking the entire situation, institution, others, 
taking the broadest possible look to make sure that our patients 
can be reassured. 

Senator Burr. Do you have any concern as the Principal Deputy 
Under Secretary of Health, your title, that the Inspector General 
is looking at this investigation with all the powers his office brings? 

Dr. Cross. I know the Inspector General and his staff quite well 
on the medical side, and they are focused on detail, and they have 
remarkable determination to get to every one of those details. So, 
yes, I have absolute confidence in them. 

Senator Burr. Thank you. Dr. Cross. 

Dr. Cross. I also have great confidence in their independence. 

Senator Akaka. Thank you. Senator Burr. 

Senator Durbin? 

Senator Durbin. Dr. Cross, I listened to your description of the 
process that is followed to credential doctors into the VA medical 
system. How much of that decisionmaking and investigation is 
done at the local level by the Marion hospital, for example? 

Dr. Cross. There are elements of credentialing and privileging 
that are both done at the local level, but privileging is the second 
phase of that, which is almost purely a local process. I will ask 
Kate to correct me if I am wrong. 

Ms. Enchelmayer. That is a correct statement. Privileging actu- 
ally has to be facility-based because the privileging process starts 
with what is available at the medical center, and what resources 
are available. And then you start to look at determining what will 
be performed at that facility, which is then followed by matching 
that with the practitioners who will be delivering the care. 

Senator Durbin. The lengthy and elaborate process that you de- 
scribed for credentialing and recredentialing physicians, I am try- 
ing to understand if that is being done at each of the 150 or so dif- 
ferent VA medical centers or is being done in some central loca- 
tion? 

Ms. Enchelmayer. It is being done at each independent — each 
individual facility because of the fact that the privileging process 
must be done at the local facility level. And the credentials are 
what feed to granting to those privileges to the individual practi- 
tioners. 

We implemented in 2001 a standardized electronic credentialing 
system, which does standardize the credentialing process across the 
agency so that the credentialing done in one facility is the exact 
mirror of what is done in every other facility. 

Senator Durbin. So assuming there is a vacancy for a surgeon 
in a veterans medical center, do I understand then that the local 
people at that medical center get into this process of finding out 
who is available and then determining their qualifications to serve 
at that medical center? 
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Ms. Enchelmayer. Yes, sir. 

Senator Durbin. Do I understand that you are promulgating a 
new policy as of October 2nd this year relative to credentialing? 

Ms. Enchelmayer. The credentialing and privileging policy is a 
very dynamic policy, and it has been republished numerous times, 
and, yes, the most recent publication was October 2nd. 

Senator Durbin. What is the most significant change in this new 
approach of October 2nd? 

Ms. Enchelmayer. The October 2nd policy actually incorporated 
a number of other directives that we had put in place concerning 
the query to the Federation of State Medical Boards, which was 
mandated back in 2002; expedited credentialing to facilitate the 
credentialing process at the facility level slightly in accordance 
with the Joint Commission standards. It also incorporated some 
policy on telemedicine and teleconsultation, which had been a sepa- 
rate policy. It was a unification policy as well as also clarifying a 
number of issues over questions that have been raised for a num- 
ber of years. 

Senator Durbin. There is obviously some element of self-report- 
ing going on here by the applicants. For example, you have one 
physician, a surgeon, who was put on administrative leave due to 
failure to disclose that he was licensed in a particular State. So I 
take it that, at least at some stage in the process, you depend on 
the applicant to tell you which States he is licensed in. 

Ms. Enchelmayer. That is a true statement, sir. We also do 
have, though, in policy a requirement to analyze the work history 
and to determine where somebody practiced and if there was poten- 
tial for them to have a license in a State. 

Senator Durbin. How long did that particular surgeon practice 
before you discovered that he was licensed in a State he had not 
disclosed? 

Ms. Enchelmayer. I did not do the immediate credentialing, sir. 
I cannot answer that. 

Senator Durbin. Dr. Cross, do you know? 

Dr. Cross. I will have to get that for the record, sir. 

Senator Durbin. All right. Let me ask you this: As I read the 
timeline here, I was surprised at a new entry I was not aware of: 
November 1st, a general surgeon, an orthopedic surgeon, and a 
genitourinary surgeon had privileges limited at Marion. So I would 
like to ask you at this point, with the resignation of Dr. Mendez, 
with the administrative leave given to another surgeon for failure 
to disclose his licensure in another State, and now with privileges 
limited, can you give me some kind of a feeling about how many 
of the surgeons in the surgical team at Marion have either re- 
signed, been suspended, or have had their privileges limited? 

Dr. Cross. Sir, to date, five members of the medical center — five 
members of the Marion VAMC staff have been reassigned to non- 
clinical areas away from the medical center or admin leave. Also, 
a surgeon resigned, the original, upon notice of the pending inves- 
tigation, and the VA notified the Illinois Medical Board, as we 
should have done. We did that. And subsequent to the initiation of 
the investigation, the privileges of three other surgeons at the Mar- 
ion facility have been limited, and that is recent. 
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Senator Durbin. What does this tell us about what seems to be 
a comprehensive credentialing and licensing process and the qual- 
ity assurance process that, at a facility like Marion, questions 
would be raised about the disclosures made or practices followed by 
so many surgeons? 

Dr. Cross. I will start the answer, and I will ask Dr. Almenoff 
to support me on this. But right now, in our reviews, the multiple 
reviews that are being done, they did not dot the “i” and cross the 
“t” and, you know, we are taking action. 

I will ask Dr. Almenoff to be more specific. 

Dr. Almenoff. In total, there were three physicians that were on 
administration leave, and then there are three physicians that are 
also on limited privileges at this point. 

The privileging process at the facility is the heart of what we are 
looking at, at this point. Privileging is really determined at the 
local site, and it is based on the capabilities of the facility, it is 
based on the capabilities of the provider, and it is based on the 
training that they have had in that specific area. 

Senator Durbin. How many doctors are there in the VA medical 
system? 

Ms. Enchelmayer. Thirty-six thousand. 

Senator Durbin. Is it my understanding that there is some re- 
view underway for the credentialing of all of these doctors? 

Ms. Enchelmayer. Yes, sir. What we did, as soon as this came 
to light, was since we do have an electronic system, we actually 
looked through the system at 56,000 licensed independent practi- 
tioners, so that goes beyond just the physicians but to anybody 
practicing independently. And we have retrieved 17,000 names that 
are under review right now. These are people who answered the 
supplemental questions yes, and I will tell you my name is in that 
list because I allowed a license to lapse in good standing when I 
moved from a State, so I answered yes to that question, just like 
a number of other people did, and anybody who has a positive an- 
swer to a previous disciplinary action by a licensing board and any- 
body who has a report from the National Practitioner Data Bank. 

We actually brought in seven field staff to help us initiate the 
analysis, and right now the data is being reviewed at each indi- 
vidual facility. We expect to have an initial preliminary review of 
that data by early December with a final report to the Under Sec- 
retary by the end of December. 

Senator Durbin. Was this all brought on by the situation in Mar- 
ion? 

Ms. Enchelmayer. Yes, sir. 

Senator Durbin. So is it fair to say that the Marion situation, 
as tragic as it was, is that the canary in the cage that gave some 
indication to the VA that something needed to be looked into here 
more closely to protect the veterans who were coming in for med- 
ical care across America? 

Dr. Cross. Sir, I do not know that the situation in Marion, the 
concerns that we have about the individuals involved, necessarily 
relate to other medical centers, but we are cautious people, and out 
of that caution and care and concern for the patients, we chose to 
go do this very broad review. 
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Senator Durbin. I see my time is up, but I just want to close 
with a comment. It is an interesting system where 150 different 
hospitals are going through this credentialing process, privilege 
process. I can understand that, as it was explained. But it also 
means it has been diffused into a lot of different places and a lot 
of different people. And now that you are doing the review, it is a 
central review where questionnaires are being sent, which leads me 
to ask whether or not the initial credentialing process should have 
had more central force in it, more central involvement so that there 
are certain standards that we can be sure of, whether we are deal- 
ing with a rural VA hospital, an urban VA hospital, or some par- 
ticular challenge. 

Thank you. 

Senator Akaka. Senator Murray? 

Senator Murray. Thank you, Mr. Chairman. I was going to ask 
you what assurances we can give our servicemembers that this is 
not more of a systemic failure. I assume your answer would be that 
you are doing this broad review now as a result of what happened 
at Marion, correct? You have 17,000 physicians that you are now 
going back through and looking at. 

Dr. Cross. Seventeen thousand independently licensed providers, 
I believe. Senator. But there is also one more thing to say. We dis- 
covered this. It was our internal processes that picked this up. It 
was not some external source that brought this to our attention. 
And I think that should provide at least some reassurance as well. 

Senator Murray. I am not sure I understand that. I thought 
that 

Dr. Cross. The internal systems that we have in place. 

Senator Murray. But I thought that this came about as a result 
of deaths that occurred at Marion VA. 

Dr. Cross. Our ability nationwide to pick up those and monitor 
those in terms of national standards is what caused us to trigger 
the investigation. 

Senator Murray. Well, can you tell me what some of the reasons 
are that the screening process that was used by the VA could have 
missed the problems that were documented at the other facilities 
that physician worked at? 

Dr. Cross. I will ask Kate to assist me on this, but my under- 
standing — is that the steps that we described here were done. Also, 
we obtained from his State and from his associates and from his 
supervisor letters of recommendation. I believe those letters will be 
part of the ultimate record that is released. 

I should tell you that I can characterize them as being very posi- 
tive, often seeing, you know, the best surgeons, highly technically 
competent; we would hire them back in a minute. And so it was 
with those kinds of references, a full, unrestricted license, 30 years 
of practice, that were factors that came into being at that time. 

Senator Murray. So how can we assure that this does not hap- 
pen again? 

Dr. Cross. Again, responsibility will be assigned, but my focus 
lies with the staff onsite who monitor day to day and who know 
their surgeons, know the cases that they are doing and make judg- 
ments about the scope of surgery that should be done by that sur- 
geon at that location. 
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Senator Murray. Dr. Cross, can you share with this Committee 
the rate of fatal and non-fatal patient safety events that have oc- 
curred at the Marion VA since the beginning of 2006 compared 
with some of our other VA hospitals across the Nation? 

Dr. Cross. I do not think I have that with me, Senator. I can 
get that for the record. 

Senator Murray. Does anybody at the table have that? No idea 
at all? If you could share that with the Committee, then, I would 
appreciate it as soon as possible. 

Can I ask you, after the first couple of incidents occurred at the 
Marion VA, why was this physician allowed to continue performing 
surgery? 

Dr. Cross. I think that is a good question that the IG and the 
medical inspector’s reports will shed more light on. One possible 
explanation is that at the time and at the place where they re- 
viewed those cases, they thought there were good explanations that 
explained what had happened. 

Senator Murray. OK. Is there anything systematically to review 
a physician after incidences occur? Or is it just kind of haphazard? 

Dr. Cross. Well, unlike our colleagues in the civilian world, we 
do have an additional safeguard, and that is the NSQIP system. 
And so even if the local safeguards do not work out well, we have 
a national system unlike any others that helps us as an additional 
safety net. 

Senator Murray. How many deaths does it take to activate that? 

Dr. Cross. It is a statistical — it is not an absolute number. It is 
a statistical technique that is based on comparison to a national 
standard. 

Senator Murray. Were the procedures that were being per- 
formed particularly complex, or were they routine? 

Dr. Cross. I think some were routine and some were more com- 
plex than I would have expected. 

Senator Murray. I am certain that we will want to review the 
IG’s report when it comes out. Let me ask you a more broad ques- 
tion because it is one that I think we all need to be aware of, and 
that is that we are really trying to hire more physicians to deal 
with the high number of incoming veterans, both from the current 
war as well as previous wars, and Congress has allocated funds 
over the last year to do that. 

I am particularly interested in our rural VA facilities where we 
know in the general health care system they already have a hard 
time accessing physicians. 

Should we be concerned that with trying to reach out and hire 
as many physicians as possible, particularly in our rural facilities, 
that we may run into more problems like this? 

Dr. Cross. Whether the facility is rural or urban, the same 
standards have to apply. I think what changes at a rural facility 
is the scope of surgery that we might do. 

Senator Murray. Have the smaller rural VA facilities like the 
one in Marion seen an increasing number of veterans from this cur- 
rent conflict? 

Dr. Cross. They certainly see more, and we have with us today 
Dr. George Maish, from a similar facility in Lebanon, Pennsyl- 
vania. Dr. Maish? 
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Senator Murray. Perhaps you could answer what you are seeing 
at your facility. 

Dr. Maish. Senator, our facility has grown from 1999 to the 
present from taking care of 19,000 individuals to taking care of al- 
most 41,000 individuals. So we have had to recruit personnel — doc- 
tor, nurse, PA, nurse practitioner — to care for these people. We are 
very busy in the recruiting business because of the rapid growth 
in the demand for services. 

Senator Murray. And you come from a fairly rural facility; is 
that correct? 

Dr. Maish. I think I would be considered rural. I am in a town 
of about 20,000 in the farming country of Pennsylvania. I am 35 
miles from Harrisburg, 90 miles to Philadelphia. 

Senator Murray. And you have gone from 19,000 in what year? 

Dr. Maish. 1999. 

Senator Murray. More than double today. 

Dr. Maish. Yes, in an 8-year period, yes. 

Senator Murray. I assume, Mr. Chairman, that this is fairly 
similar to what a lot of our rural facilities are facing today. And 
what has been your experience in trying to hire physicians and 
medical personnel? 

Dr. Maish. It is a difficult job. I run a general surgical residency 
program, and I am integrated into the College of Medicine at Her- 
shey Medical Center. Thus, the personnel that I seek to hire, I 
have to be able to present to the College of Medicine to hold an as- 
sistant professorship. So, I have to look at standards. I have needs. 
People have issues. If you look at my chronology, I graduated high 
school in 1960; I graduated from college in 1964; I graduated from 
medical school in 1968; I finished my surgical residency in 1973. 

When I have breaks in that process, I have to ask the practi- 
tioner, “Where were you that year? What did you do?” There are 
often good explanations, and there have been some that were in 
jail. I dropped that process immediately. 

People do not disclose adverse rulings from licensure boards. 
They are instructed by their personal attorney not to, unless they 
are directly asked. I engage this process. I believe the process is 
excellent to screen, but I have to execute my responsibilities in the 
recruiting of new physicians. 

Dr. Cross. I think. Senator — and Hershey is a growing area, so 
a lot of people have, in fact, turned up in that environment. And 
to complete my answer on one of your other questions, the NSQIP 
does cover all of our hospitals where we do surgery, including 
rural. 

Senator Murray. OK. Well, I think, Mr. Chairman, my point is 
that we are seeing an increased intensity and need in our VA facili- 
ties across the country. In our rural and in our urban, but in our 
rural hospital facilities in particular, they are trying to recruit very 
fast. That means we have to be even more diligent in checking cre- 
dentials because, as we all know, that is when people start slipping 
through the cracks. And I look forward to the hearing that I hope 
we will have once the IG report is complete, and I hope that the 
VA can come to us and really talk to us about what they are doing, 
particularly in these communities, to make sure that we get the 
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best, the brightest, and those who are credentialed and safe to per- 
form surgery. 

Thank you very much. 

Senator Akaka. Thank you. Senator Murray. 

I want to thank the first panel. Dr. Cross, what you said is some- 
thing that is of paramount importance for us — the well-being of our 
patients. That is why we are here — the VA patients. I primarily 
wanted to focus today on the hiring practices and quality control 
as well as the credentials of those who serve in those areas. And 
we want to fix any problems. And so I hope what is happening 
today will result in that. 

May I call on Senator Durbin? 

Senator Durbin. Dr. Maish, I am not sure if this question is for 
you or for Ms. Enchelmayer or Dr. Cross, or perhaps all of you. In 
this particular case, this doctor surrendered his license in the State 
of Massachusetts and was characterized by the State as having 
done so for a non-disciplinary reason. And the explanation, I under- 
stand, I gave earlier, that he was no longer going to practice there 
and so forth. 

I would like to ask you: Is that the kind of thing that would raise 
a question in your mind even if it were characterized as non-dis- 
ciplinary? 

Dr. Cross. Sir, it raised the question in our minds as well and 
in the staff there. I do have to be precise. He did not relinquish 
his license. It is a technicality, but he agreed to not practice in the 
State. He still had a license. And the response by our staff, as I 
understand from the preliminary medical inspector’s report, is that 
they thought that was of concern as well and actually called to the 
State of Massachusetts to get more information. 

Senator Durbin. And did they get more information? 

Dr. Cross. The only information they got was the words “it was 
a non-disciplinary action.” 

Senator Durbin. Well, the first time you explained that to me all 
the red flags started to wave. I know as a lawyer, it looks like 
there was an agreement reached here: We are not going to take 
your license away, but we do not want you practicing in this State. 
We will put it down as non-disciplinary and that will be the end 
of it, but don’t come around here anymore. And the lawyer may 
have said, “Let’s get out of here. You can still practice at the VA 
facility in Marion. You still have an Illinois license. Let’s move on.” 

Now, maybe that is a cynical view, but with the limited informa- 
tion which you have, it could also be an accurate view. And I would 
say. Dr. Maish, as you went through step-by-step and day-by-day, 
this was a suspicious thing that occurred, and had action been 
taken at that point, it would have been taken before many of these 
fatal surgeries. 

Senator Akaka. Well, again, I want to thank our first panel for 
your testimony and for your responses. 

Senator Akaka. I will now introduce the second panel. I want to 
extend my warm welcome and my warm aloha to the second panel. 
I appreciate each of you being here today and look forward to your 
testimony. 

First, I welcome Randall Williamson, who is Director of Health 
Care for the GAO. 
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I also welcome Tammy Duckworth, Director of the Illinois De- 
partment of Veterans’ Affairs. Ms. Duckworth has testified before 
this Committee twice before, most recently during our hearing last 
March, which examined health care services for returning 
servicemembers. I am happy to see you again, Tammy. 

I also welcome Steven McCarty, a veteran from Bedford, Texas. 
Mr. McCarty served in Iraq in 2006 and 2007, and thank you for 
making the trip to testify today. 

Each of your statements will appear in the record of today’s hear- 
ing, and I ask that you each limit your direct testimony to no more 
than 5 minutes so that we have time for questions. 

Mr. Williamson, will you please begin with your testimony? 

STATEMENT OF RANDALL B. WILLIAMSON, ACTING DIRECTOR, 
HEALTH CARE, U.S. GOVERNMENT ACCOUNTABILITY OFFICE 

Mr. Williamson. Thank you, Mr. Chairman and Members of the 
Committee. I am pleased to be here today to discuss our May 2006 
report on VA’s processes for credentialing and privilegingVA physi- 
cians. Since Dr. Cross has already given you a fairly detailed over- 
view of VA’s credentialing and privileging process, I am going to 
limit my remarks today to the findings of our 2006 report on com- 
pliance with these processes at VA facilities we visited. I will also 
discuss the action VA has taken on the recommendations we made 
to improve the privileging process. For this work, we visited seven 
VA facilities, reviewed physician files, and interviewed VA officials 
as these facilities and at VA headquarters. 

At the facilities we visited in 2006, we found that all seven facili- 
ties were complying with the key credentialing requirements that 
we examined, including requirements to verify physicians’ State 
medical licenses, to verify information provided by physicians on 
their involvement in malpractice claims, and to query available 
databases to determine physicians’ involvement in disciplinary ac- 
tions and malpractice claims. We also looked at compliance with 
privileging requirements, including whether facilities were 
verifying physicians’ training and experience, assessing physicians’ 
clinical competence and health status, and considering a physi- 
cian’s performance while at VA when renewing his or her clinical 
privileges. While the seven facilities were complying with most of 
the privileging requirements we examined, we noted compliance 
problems with certain aspects of privileging. 

First, we found that six facilities were not using or obtaining ap- 
propriate data to evaluate physicians’ performance while at VA. 
The seventh facility was not using any physician performance data 
in making its privileging decisions for reappointment of physicians. 

Second, three of the seven facilities were not forwarding informa- 
tion within the required 60 days on paid VA medical malpractice 
claims to a VA office that makes determinations on whether sub- 
standard care has occurred. Delays in providing this information 
could prevent determinations of substandard care by physicians 
from being considered as part of the facility’s privileging process. 

Finally, we found that one facility we visited lacked internal con- 
trols that would have helped identify that the privileging process 
had not been completed for 106 of its physicians within the 2 years 
required. As a result, these physicians were practicing at the facil- 
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ity with expired clinical privileges. None of the other six facilities 
we visited had internal controls in place that would have prevented 
a similar situation from occurring. 

We made recommendations to improve VA’s physician privileging 
process and to remedy each of the three problem areas that we 
found. VA concurred with our findings and recommendations and 
reported that it has implemented measures to improve its privi- 
leging process. However, we have not visited or examined records 
at VA facilities since 2006 to determine whether these improve- 
ments are in place and whether VA facilities are complying with 
the current credentialing and privileging processes. 

VA’s privileging improvements include: 

(1) a policy issued last month elaborating on the appropriate 
types and sources of physician performance information that could 
be used by its medical facilities during the privileging process. 

(2) stricter procedures to enforce prompt reporting of information 
about paid malpractice claims, including notification to medical fa- 
cility directors and VA headquarters about delinquencies. 

(3) establishment of internal controls to ensure that privileging 
information is kept accurate and current at its facilities. 

Mr. Chairman, this concludes my statement. I would be happy 
to answer any questions that you or other Members may have. 

[The prepared statement of Mr. Williamson follows:] 


Prepared statement of Randall B. Williamson, 
Acting Director, VA Health Care 
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Mr. Chairman and Members of the Committee: 

I am pleased to be here today as you discuss physician hiring practices at 
medical facilities operated by the Department of Veterans Affairs (VA). VA 
has over 36,000 physicians working at more than 1,300 facilities in its 
health care system. To help ensure the quality of the health care these 
physicians deliver and the safety of veterans, VA is responsible for 
determining that its physicians have the appropriate professional 
credentials and clinical experience to provide health care to VA’s patients. 
To do this, VA requires physicians to undergo credentialing and 
privileging. VA’s credentialing process is used to determine whether a 
physician’s professional credentials, such as licensure, education, and 
training, are valid and meet VA’s requirements for employment. VA’s 
privileging process is used to determine which health care services or 
clinical privileges, such as surgical procedures or administering 
anesthesia, a VA physician is qualified to provide to veterans without 
supervision. VA physicians must be credentialed and privileged when they 
apply to work in VA — which is known as initial appointment — and at least 
once every 2 years thereafter when they must reapply for a position on the 
facility’s medical staff. These subsequent reviews are known as the 
process of reappointment. 

In a report we issued in May 2006, we examined compliance with select 
credentialing and privileging requirements at seven VA medical facilities 
we visited and made three recommendations designed to improve aspects 
of privileging and oversight of the process. Although we cannot generalize 
from our findings, we found that these facilities were complying with 
credentialing requirements. However, they were not complying with 
aspects of certain privileging requirements.' For example, VA medical 
facilities were not submitting information on paid medical malpractice 
claims within the 60-day required time frame to VA’s office that reviews 
the claims information and makes a determination about whether 
physicians involved in the claims delivered substandard care to veterans. 
VA generally agreed with our findings, conclusions, and recommendations. 


‘GAO, VA Health Care: Selected Credentialing Requirements at Seven Medical Facilities 
Met, but an Aspect of Privileging Process Needs Improvement, GAO-06-648 (Washington, 
D.C.: May 25, 2006), cind VA Health Care: Patient Safety Could be Enhanced by 
Improvements in Employment Screening and Physician Privileging Practices, 
GAO-06-760T (Washington, D.C.: June 15, 2006). 
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Today, I will discuss the progress VA has made in implementing our May 
2006 recommendations to address noncompliance with VA’s privileging 
requirements. Specifically, I will discuss (1) how VA credentials and 
privileges physicians working in its medical facilities and (2) the extent to 
which VA has implemented the three recommendations made in our May 
2006 report that address VA’s privileging requirements. 

To perform our 2006 review, we selected four of VA’s credentialing 
requirements for review because they are requirements that — unlike 
others — address information about physicians that can change or be 
updated with new information periodically. As a result. VA requires that 
this information be verified by medical facility officials when a physician 
initially applies for employment at VA and at least every 2 years thereafter. 
Under the four requirements we reviewed, VA medical facility officials 
must 

1. verify that all state medical licenses held by physicians are valid; 

2. query the Federation of State Medical Boards (FSMB) database to 
determine whether physicians had disciplinaiy action taken against 
any of their licenses, including expired licenses; 

3. verify information provided by physicians on their involvement in 
medical malpractice claims at a VA or non-VA facility; and 

4. query the National Practitioner Data Bank (NPDB) to determine 
whether a physician was reported to this data bank because of 
involvement in VA or non-VA paid medical malpractice claims, display 
of professional incompetence, or engagement in professional 
misconduct 

Of the privileging requirements in VA’s credentialing and privileging 
policy, we selected four requirements that VA identifies as general 
privileging requirements. In addition, we selected another privileging 
requirement about the use of individual performance information because 
of its importance in the renewal of clinical privileges. The five VA 
privileging requirements we selected were as follows: 


1. verify that all state medical licenses held by physicians are valid; 

2. verily physicians’ training and experience; 

3. assess physicians’ clinical competence and health status; 
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4. consider any information provided by a physician related to medical 
malpractice allegations or paid claims, loss of medical staff 
membership, loss or reduction of clinical privileges at a VA or non-VA 
facility, or any challenges to a physician’s state medical license; and 

5. use information on a physician’s performance when making decisions 
about whether to renew the physician’s clinical privileges. 

Two of the five privileging requirements — verify all state medical licenses 
and consider medical malpractice information — are also VA credentialing 
requirements we reviewed. 

To update our work, we reviewed VA’s policies, procedures, and 
correspondence related to physician privileging and interviewed VA 
central office officials to determine if the recommendations we made in 
our May 2006 report were implemented. We updated our issued work in 
July 2007 and November 2007, and we performed all of our work in 
accordance with generally accepted government auditing standards. 

In summary, VA has specific requirements that medical facility officials 
must follow to credential and privilege physicians. VA requires its medical 
facility officials to credential and privilege facility physicians periodically 
so that they can continue to work at VA. We reported in May 2006 that the 
seven VA medical facilities we visited complied with the four credentialing 
requirements we reviewed and all but one of the five privileging 
requirements we reviewed. However, during our review, we found that 
medical facility officials did not have all of the information they needed on 
physicians involved in paid VA medical malpractice claims, because the 
facilities had not submitted such information in a timely manner to VA’s 
office that reviews the claims information and makes a determination 
about whether physicians involved in the claims delivered substandard 
care to veterans. We also found during our review that VA did not require 
its medical facilities to establish internal controls to help ensure the 
accuracy of their privileging information. Without internal controls VA 
medical facility officials did not know if they properly renewed clinical 
privileges, thereby allowing physicians to practice with expired clinical 
privileges. Since our 2006 review, VA reports that it has implemented all 
three of our recommendations to improve VA’s physician privileging 
process. However, since our work in 2006 we have not visited or examined 
records at facilities to determine the extent of compliance. 
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Background 


VA operates the largest integrated health care system in the United States, 
providing care to nearly 5 million veterans per year. The VA health care 
system consists of hospitals, ambulatory clinics, nursing homes, 
residential rehabilitation treatment programs, and readjustment 
counseling centers. VA delegates decision making regarding financing, 
health care service delivery, and medical facility operations to its 21 
networks. 

Physicians who work at VA medical facilities are required to hold at least 
one current and unrestricted state medical license. Current and 
unrestricted liceitses are those in good standing in the states that issued 
them, and licensed physicians may hold licenses from more than one state. 
State medical licenses are issued by state licensing boards, which 
generally establish state licensing requirements governing their licensed 
practitioners.^ To keep licenses current, physicians must renew their 
licenses before they expire and meet renewal requirements established by 
state licensing boards, such as continuing education. Renewal procedures 
and requirements vary by state. When state licensing boards discover 
violations of licensing practices, such as the abuse of prescription drugs or 
the provision of substandard care that results in adverse health effects, 
they may place restrictions on licenses or revoke them. Restrictions issued 
by a state licensing board can limit or prohibit a physician from practicing 
in that particular state. Generally, state licensing boards maintain a 
database that contains information on any restrictions or revocations of 
physicians’ licenses. 


VA’s Credentialing and 
Privileging Processes 


Credentialing Process When physicians apply for initial appointment, they initiate the 

credentialing process by completing VA’s application, which includes 
entering into VetPro — a Web-based credentialing system VA implemented 
in March 2001 — information used by VA medical facility officials in the 
credentialing process. Among the credentialing information that VA 
requires physicians enter into VetPro is information on aU the state 


^State licenses are issued by offices in states, territories, or the District of Columbia, 
collectively referred to as state licensing boards. 
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medical licenses they have ever held, including any licenses they have held 
that have expired. For their reappointments, physicians must update this 
credentialing information in VetPro. 

Once physicians enter their credentialing information into VetPro, a 
facility’s medical staff specialist — an employee who is responsible for 
obtaining and verilying the information used in the credentialing and 
privileging processes — performs a data check on the information to be 
sure that all required information has been entered. In general, the medical 
staff specialist at each VA medical facility manages the accuracy of 
VetPro’s credentialing data. The medical staff specialist verifies, with the 
original source of the information, the accuracy of the credentialing 
information entered by the physicians. This type of check is known as 
primary source verification. For example, the medical staff specialist 
contacts state licensing boards in order to verify that physicians’ state 
medical licenses are valid and unrestricted. 

At initial appointment only, VA requires medical staff specialists to query 
FSMB, which contains information from state licensing boards. This query 
enables officials to determine all the state medical licenses a physician has 
ever held, including those not disclosed by a physician to VA, and whether 
a physician has had any disciplinary actions taken against these licenses. 
VA does not require this query at reappointment because VA headquarters 
regularly receives reports from FSMB on any VA physician whose name 
appears on FSMB’s list, indicating that disciplinary action has been taken 
against the physician’s state medical hcense. When VA headquarters 
receives a report from FSMB, it notifies the appropriate VA medical 
facility. 

VA’s credentialing process requires VA medical staff specialists to verify 
medical malpractice claims at initial appointment and at reappointment. 
These claims may be verified by contacting a court of jurisdiction or the 
insurance company involved in the medical malpractice claims, or by 
obtaining a statement of claims status from the attorney representing the 
physician in the medical malpractice claim. In addition, VA requires 
medical staff specialists to query NPDB, which contains reports by state 
licensing boards, hospitals, and other health care entities on 
unprofessional behavior on the part of physicians or adverse actions taken 
against them. This query enables officials to determine whether physicians 
fully disclosed to VA any involvement they might have had in paid medical 
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malpractice claims.^ Once a physician’s credentialing information has been 
verified, the medical staff specialist sends the information to the 
physician’s supervisor, who is known as a clinical service chief.' The 
clinical service chief reviews this information along with the physician's 
privileging information. Figure 1 illustrates VA’s credentialing process. 


■'NPDB includes information on medical malpractice claims that are paid, but does not 
include information on ongoing claims. 

'Clinical services may include surgery, medicine, and radiology. 


Page 6 
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Figure 1 : Steps Taken in VA's Physician Credentialing Process 


Initial appointment and reappointment 



Initial appointment and 
reappointment 



Physicians, in addition to entering credentialing information into VetPro, 
must complete a written request for clinical privileges. The facility medical 
staff specialist provides a physician’s clinical service chief with the 
physician’s requested clinical privileges and information needed to 
complete the privileging process, including information that indicates that 
the credentialing information entered by the physician into VetPro has 
been verified with the appropriate sources. For reappointment, 
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documentation is required by another physician stating that the physician 
is able to perform both physically and mentally the clinical privileges 
requested. In addition, the medical staff specialist provides the clinical 
service chief with information on medical malpractice allegations or paid 
claims, loss of medical staff membership, loss or reduction of clinical 
privileges, or any challenges to the physician's state medical licenses. 

The requested clinical privileges are reviewed by a clinical service chief, 
who recommends whether a physician should be appointed or reappointed 
to the facility’s medical staff and which clinical privileges should be 
granted. When deciding to recommend clinical privileges, a clinical service 
chief considers whether the physician has the appropriate professional 
credentials, training, and work experience to perform the privileges 
requested. For reappointment only, a clinical service chief is to consider 
observations of the physician’s delivery of health care to veterans, and 
VA’s policy requires that information on a physician’s performance, such 
as a physician’s surgical complication rate, be used when deciding 
whether to renew a physician’s clinical privileges. Based on the clinical 
service chiefs observations and the physician’s performance information, 
the clinical service chief recommends that clinical privileges previously 
granted by the facility remain the same, be reduced, or be revoked, and 
whether newly requested privileges should be added.* 

Clinical service chiefs forward their recommendations and the reasons for 
the reconunendations to the next level of a medical facility’s privileging 
review process, which may be a professional standards board or a medical 
executive committee.* A medical facility professional standards board or 
the medical executive committee reviews the recommendations of the 
clinical service chief and recommends to the facility director whether the 
physician should be appointed to the facility’s medical staff and which 
clinical privileges should be granted to the physician. The 2-year time 
period for renewal of clinical privileges and reappointment to the medical 
staff begins on the date that the privileges are approved by the medical 


*ReducUon of privileges may include restricting or prohibiting a physician from performing 
certain procedures or prescribing certain medicines. Revocation of privileges refers to the 
permanent loss of all clinical privileges at that facility. 

*At some VA medical facUiUes, the professional standards board and the medical executive 
committee represent the medical staff, have the same members, and perform the same 
functions so are considered to be one committee. If the committees are separate, the 
professional standards board generally consists of three to five physician peers and the 
medical executive committee generally consists of all facility clinical service chiefs. 
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facility’s director. The list of approved clinical privileges with the date of 
approval is maintained at VA medical facilities and the initial appointment 
or reappointment date is entered into VetPro. Figure 2 illustrates VA’s 
privileging process. 


Figure 2: Steps Taken in VA’s Physician Privileging Process 


Initial appointment and 
reappointment 



Source: GAO analysis of VA privileging policy. 
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According to VA’s policy and a VA memorandum, information concerning 
individual physician performance that is used as part of the privileging 
process to either reduce, revoke, or support' granting clinical privileges 
must be collected separately from a medical facility’s quality assurance 
program,* VA’s policy is based on a federal law that restricts the disclosure 
of documents produced in the course of VA’s quality assurance program.’ 
In general, documents created in connection with such a program are 
confidential and may not be disclosed except in limited circumstances.” 
Individuals who willfully disclose documents that they know are protected 
quality assurance documents are subject to fines up to $20,000. Although 
the law states that it is not intended to limit the use of documents within 
VA, VA’s policy expressly prohibits the use of such documents in 
connection with the privileging process. VA’s use of separate information 
sources for quality assurance and privileging decisions is intended to 
maintain the confidential status of documents produced in connection 
with quality assurance programs. According to VA, the confidentiality of 
individual performance information helps ensure provider participation, 
including physicians, in a medical facility’s quality assurance program by 
encouraging providers to openly discuss opportunities for improvement in 
provider practice without fear of punitive action. 

VA has another requirement that is related to the renewal of physicians’ 
clinical privileges. Medical facility officials are required to submit to VA’s 
Office of Medical-Legal Affairs information on paid VA malpractice claims. 
This information must be submitted within 60 days after the medical 
facility is notified about a paid malpractice claim. The Office of Medical- 
Legal Affairs is responsible for convening a panel of clinicians to 
determine whether a VA facility physician involved in the claim delivered 


^Support granting clinical privileges means that the clinical privileges previously held by 
the physician will be maintained and newly requested clinical privileges will be added. 

Va requires its medical facilities to have a quality assurance progrtun, In general, the VA 
quality assurance program consists of specified systematic health care reviews carried out 
by or for VA for the purpose of improving the qu^ty of medical care or the utilization of 
health care resources in VA facilities. See 38 C.F.R. § 17.500 (2005). These programs collect 
data on various clinical process and outcome measures involving physicians and other 
types of practitioners. The measures may include a surgeon’s complication rate or a 
physician’s prescribing of medications. Medical facility officials use these measures to look 
for undesirable patterns and trends in performance. 

®38 U.S.C. § 5705 (2000). 

“’See Department of Veterans Affairs, VHA Handbook, 1100.19 (Washington, D.C.: 

Mar. 6, 2001). 
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substandard care. The Office of Medical-Legal Affairs notifies the medical 
facility director of the results of its review. If it is determined that the 
physician delivered substandard care to veterans, the medical facility must 
report the physician to NPDB within 30 days of being notified of the 
decision. VA medical facility officials also would use this determination to 
decide whether to grant clinical privileges to the physician involved in the 
VA medical malpractice claim. 


VA Has Addressed All 
GAO Physician 
Privileging 
Recommendations, 
but Extent of Medical 
Facility Compliance Is 
Unknown 


In our 2006 report, we found that the physician files at the seven facilities 
we visited demonstrated compliance with four VA credentialing and four 
privileging requirements we reviewed." However, we found that there 
were problems complying with a fifth privileging requirement — to use 
information on a physician’s performance in making privileging decisions. 
We also found during our review that three of the seven medical facilities 
we visited did not submit to VA’s Office of Medical-Legal Affairs 
information on paid VA medical malpractice claims within 60 days after 
being notified that a claim was paid, as required by VA policy, Further, VA 
had not required its medical facilities to establish internal controls to help 
ensure that privileging information managed by medical staff specialists is 
accurate. Internal controls are important because at one facility we visited 
we found 106 physicians whose privileging process had not been 
completed by facility officials for at least 2 years because of inaccurate 
information. As a result, these physicians were practicing at the facility 
with expired clinical privileges. None of the VA medical facilities we 
visited for our 2006 report had internal controls in place that would 
prevent a similar situation from occurring. To better ensure that VA 
physicians are qualified to deliver care safely to veterans, we 
recommended that VA 


provide guidance to medical facilities on how to collect individual 
physician performance information in accordance with VA’s credentialing 
and privileging policy to use in medical facUities’ privileging process, 

enforce the requirement that medical facilities submit information on paid 
VA medical msdpractice claims to VA’s Office of Medical-Legal Affairs 
within 60 days after being notified that the claim is paid, and 


' 'Findings for the credentialing and privile^ng requirements cannot be generalized to the 
facility being reviewed because of the sample size. 
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• instruct medical facilities to establish internal controls to ensure the 
accuracy of their priviieging information. 

VA states that it has implemented all three recommendations we made in 
our May 2006 report to address compliance with VA’s physician privileging 
requirements by establishing policy and guidance for its medical facilities. 
However, we do not know the extent of compiiance with these 
requirements at VA medical facilities. 

VA implemented our recommendation that VA provide guidance to VA 
medical facilities on how to appropriately collect information on 
individual physician performance and use that information in VA’s 
privileging process. Physician performance information is to be used to 
assist VA medical facility ciinicai service chiefs in determining the 
appropriate clinical privileges that should be granted based on a 
physician’s clinical competence. VA implemented our recommendation by 
issuing a policy on October 2, 2007, that elaborated on the sources of 
physician performance information and the types of information that 
could be collected outside of VA medical facilities’ quality assurance 
programs. In addition, in July 2007, VA officials told us that they were in 
the process of implementing online training programs on physician 
performance information to help implement our recommendation. The 
training will be mandatory for all VA medical facility clinical service chiefs 
and medical staff leaders responsible for the assessment and oversight of 
the priviieging process and must be completed by January 31, 2008. 

VA also implemented our recommendation that it enforce its requirement 
that VA medical facilities report information on any paid VA maipractice 
ciaims involving their physicians to VA’s Office of Medical-Legal Affairs 
within 60 days after being notified of a paid ciaim. In June 2006, VA’s 
Office of Medical-Legai Affairs began notifying network and VA medical 
facility directors of delinquencies in reporting this information by the 
medical facilities. If a medical facility’s delinquency in reporting extends 
longer than 90 days, VA requires the Office of Medical-Legal Affairs to 
inform not only network and VA medical facility directors but also VA’s 
central office of the delinquency. Because VA’s Office of Medical-Legal 
Affairs reviews information on paid maipractice claims involving VA 
physicians to determine whether the physicians delivered substandard 
care, when VA medical facilities do not submit relevant malpractice claim 
information to this office, medical facility clinical service chiefs may make 
privileging decisions without complete information about substandard 
care provided by physicians. 
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Further, VA implemented our recommendation that it instruct VA medical 
facilities to establish internal controls to ensure the accuracy of their 
privileging information. Internal controls help ensure that VA medical 
facility officials have accurate clinical privileging information and that 
physicians are not practicing at the facility with expired clinical privileges. 
To address our recommendation, VA first asked network directors to 
report on how they tracked the privileging status of VA physicians. In 
response to a VA memorandum sent on May 16, 2006, network directors 
provided a report indicating that their medical facilities had one or more 
mechanisms in place to identify physicians who were currently privileged 
at their facilities and to track whether their privileges have expired, In 
addition, VA instructed its network directors to monitor the internal 
controls at their facilities that ensure that VA medical facilities have 
accurate clinical privileging information and that physicians are not 
practicing with expired clinical privileges. 


Mr. Chairman, this concludes my prepared remarks. I will be pleased to 
answer any questions you or other members of the committee may have, 
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Senator Durbin [Presiding]. Secretary Duckworth, you are next 
to testify. Glad to see you here. 

STATEMENT OF TAMMY DUCKWORTH, DIRECTOR, ILLINOIS 
DEPARTMENT OF VETERANS’ AFFAIRS 

Ms. Duckworth. Well, I would like to thank my Senators, Sen- 
ator Durbin and Senator Obama, for their aggressive actions lead- 
ing to the examination that we are now seeing at the Marion VA 
Medical Center. Senator Durbin and Senator Obama have long 
been advocates of veterans here in Illinois. 

I would like to have my additional comments added to the record 
from the written statement. 

Senator Durbin. Without objection. 

Ms. Duckworth. My biggest concern, sir, is that there is a lack 
of consistency across the Nation when it comes to the local level for 
implementing many of the VA’s national programs, and I am see- 
ing this in our rural communities especially, specifically Danville 
VA and Marion VA. Both are in rural central and southern Illinois. 

The problem that we have is that whether it is a policy of allow- 
ing veterans to access outside physicians or whether it is this 
credentialing issue, there is a national policy, but it is selectively 
enforced at the individual medical center level. I will give you an 
example with Danville VA. 

Many of the patients at Danville VA actually have to travel up- 
wards of 3 to 4 days just to get a simple chest x-ray, while there 
are doctors and physicians near their home towns where they can 
actually get these procedures completed without having to spend 
multiple overnights. The Danville VA is very reluctant to allow the 
patients in its community to access their outside health care, even 
though a procedure already exists for them to do so in the Federal 
VA system. So while there is great national policy and procedures 
written someplace in a manual, oftentimes it is the local adminis- 
trators, the local hospital administrators, who interpret those poli- 
cies who do not actually administer them. 

The timeline that we saw earlier today gives me great concern 
because we are so focused on what happened after the ten deaths 
occurred, we are not looking at what happened up to that point. 
Did the local facilities actually implement those processes, those 
wonderful processes that actually lead the Nation in terms of 
credentialing? I am also additionally concerned with the fact that 
a doctor in the Marion VA does not have to hold a license in Illinois 
to practice in Illinois. That is a great concern to me. I know that 
in our four nursing homes that we operate by the State of Illinois 
for veterans, our doctors that operate there hold licenses in Illinois 
and also have privileges at the local hospitals outside of our own 
system. So that there is some sort of a cross-check, not only of we 
verifying them but they also hold privileges at the local community 
hospitals as well, who also go through their own process of 
verifying the credentials of the physician. 

Throughout this, I think it is important to say that I do not ask 
for any shutdowns of any rural VAs. In fact, we need more VA hos- 
pitals and clinics, especially in our rural communities. In Illinois 
alone, over 50 percent of our recruits come from areas outside Chi- 
cago’s Cook and collar counties, and we are seeing an increased 
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rise in veterans’ needs, not just from the young veterans coming 
home from Iraq and Afghanistan. The Federal VA estimates that 
there are approximately 8,122,000 Vietnam veterans who are now 
entering their mid-60’s, at a point when their medical needs in- 
crease. Many of the illnesses, such as those caused by Agent Or- 
ange, are just now appearing in their system — leukemia, cancers, 
those types of things. There is going to be a greater demand for 
more complex procedures for older veterans, and this is happening 
across the Nation. 

As a percentage of that 8 million veteran number, I am esti- 
mating that Illinois alone has approximately 389,000 Vietnam vet- 
erans. Many of these veterans have not accessed VA care up until 
this point. Many of these veterans live a long way away from the 
nearest VA clinic or hospital. 

So I would like to just summarize my testimony by saying that 
some of the suggested solutions are that the USDVA needs to ei- 
ther open more VA clinics and Vet Centers, or they need to start 
certifying private practitioners to provide medical services and give 
the veteran this option to access care outside of the VA clinic or 
the VA hospital themselves. We need to ensure, however, that 
there is no drop in standard of care for our veterans. We also need 
to identify major civilian medical facilities, such as university 
teaching hospitals or other large networks, where the physicians 
who have privileges at the VA hospital should be required to also 
have privileges, surgical privileges, practice privileges as these out- 
side facilities to provide a cross-check, as it were. Not only is there 
a VA system that is being implemented by the local VA hospital 
administrator, but if that physician is required to have a licensing 
requirements in the State where he is practicing, as well as privi- 
leges at an outside hospital, I hope that will help to reinforce and 
provide a back-up. 

There simply is just not enough time for the USDVA to try to 
recruit enough physicians to meet the current need, and I think 
that it is time to think a little outside the box. And I thank you 
for calling this hearing, even at this early stage, because I think 
it will allow us to move forward in terms of future questions that 
need to be raised. 

I want to say. Senator Akaka, that it is great to see you in that 
chair, sir. Thank you. 

[The prepared statement of Ms. Duckworth follows:] 

Prepared statement of Tammy Duckworth, Director, 

Illinois Department of Veterans’ Affairs 

Mr. Chairman, Members of the Committee. It is a pleasure to be asked to testify 
before you today on behalf of Illinois Governor Rod Blagojevich and the Illinois De- 
partment of Veterans’ Affairs. This Committee is to be commended for drawing at- 
tention to the very important issue of quality of care for our returning Veterans and 
servicemembers. 

I want to thank my Senator, Senator Durbin, for his aggressive action which led 
to the examination we are now seeing at the Marion VA Medical Center. Sen. Dur- 
bin has long been an advocate for Veterans and their care. 

The Illinois Department of Veterans’ Affairs assists Illinois’ Veterans in obtaining 
their State of Illinois Veterans’ benefits as well as their Federal Veterans’ benefits. 
We have 74 Veterans Service Officers on staff who are certified by the U.S. Dept, 
of Veterans’ Affairs (USDVA) to process, represent and make appeals on behalf of 
the Veteran in their claims for compensation from the USDVA. State of Illinois ben- 
efits for Veterans are in addition to Federal benefits and range from generous edu- 
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cational, mortgage loan, and other financial assistance to our four Veterans’ Homes 
where Illinois’ Veterans may live out their remaining days with the dignity and care 
they deserve. As the Director of this agency, I want to be clear that we do not have 
any jurisdiction over the USDVA’s operations, to include the various USDVA Vet- 
erans’ clinics, hospitals and Vet Centers. 

While we may not have the responsibility of licensing and overseeing the actual 
hiring of doctors for the Federal facilities in Illinois, we do work closely with all our 
Veterans and try to find the most reasonable and highest quality health care accom- 
modations available. 

As the Director of IDVA, I see every day the struggles of families as they prepare 
to drive long distances to a health care facility. These struggles impact spouses, par- 
ents, and children. And when in a rural area, these drives and travels take a fur- 
ther toll on our servicemembers and Veterans. We cannot afford to have doctors who 
are not suited for license practicing medicine in any of our facilities. And we cannot 
have disparities in the quality of care that is provided at our rural and urban facili- 
ties. 

Statistics vary on the actual number of U.S. military recruits from rural commu- 
nities, but they all indicate that a disproportionate percentage of our all-volunteer 
military are from rural areas, and thus a disproportionate share of deaths and inju- 
ries are occurring within our rural recruit population. In Illinois, over 50 percent 
of our military recruits entered the service from a county outside the city of Chi- 
cago’s Cook and collar counties. As such, maintaining facilities such as Marion, yet 
improving the quality of care provided, is essential to DOD’s and the VA’s ability 
to care for our Soldiers once they return home from their service to our Nation. 

In Illinois we have a significant rural population who live a long distance away 
from the nearest metropolitan area where the USDVA typically locates its Veterans 
servicecenters, clinics and hospitals. This poses a significant access issue for our 
Veterans. Accordingly, the IDVA has responded by opening 51 offices throughout the 
state to provide Veterans with a location to obtain assistance in applying for their 
USDVA benefits. Once approved, however. Veterans still often have to travel a long 
distance in order to obtain care, often involving multiple overnights away from home 
as they wait for the various once-a-day shuttle bus services. It is normal for a Vet- 
eran in central Illinois to have to travel fours days away from home roundtrip, for 
a single doctor’s visit, sometimes for a procedure as simple as an x-ray. 

More personally, as an injured Veteran I’ve seen first hand what it is like to re- 
ceive care in our VA system. In particular, I want to highlight the stresses of trav- 
eling to get care as well as the impacts that these stresses have on the families of 
Veterans. I can attest to the hardship on my family and employer. I live in subur- 
ban Chicago. To access my VA hospital basically takes an entire day off from work 
because of the long drive times as well as the common experience of long waiting 
times to see medical professionals, obtain pharmacy services, etc. Now, I’m the Di- 
rector of a state Veteran’s agency. I would not be surprised if I routinely receive 
more conscientious service than most. If I find some of these things challenging or 
difficult, imagine how a 20-year-old Soldier who has never interacted with the sys- 
tem feels. Not to mention, how does a 70-year-old Veteran who can no longer drive 
obtain the services that he earned and now needs? 

The VA system faces new challenges as a result of the wars in Iraq and Afghani- 
stan. The patient profile in the VA is changing. More wounded Soldiers are sur- 
viving very serious injuries. We face new types of injuries, such as Traumatic Brain 
Injury and an increase in poly trauma cases as well as servicemembers facing Post 
Traumatic Stress Disorder. With the all-volunteer military, we are now seeing a 
much larger patient load that is geographically disbursed around our country. 

With these new demands, the VA hospitals will be under increased pressure to 
find more doctors to deliver quality care. I repeat, QUALITY care. The VA must en- 
sure that its hiring procedures do not allow anyone to cut corners and compromise 
excellence as hiring is ramped up. That pressure is likely to be most acute in hos- 
pitals located in rural and underserved areas. The VA must put procedures in place 
to ensure that only qualified doctors are hired and that these medical professionals 
are given the cultural training that comes with the unique culture of the military. 
At the end of his life my father could be a difficult patient. However, if a doctor 
called him by his military rank and told him there were lower ranking Vets who 
were ill and needed to have priority over him, my dad would have gladly slept in 
the hallway to make sure that the lower ranking Soldier was cared for. 

Our VA medical system must meet the challenge our young Veterans’ have as 
they return with new needs and at the same time it must expand its services to 
meet the demand of the boom in Vietnam Veterans re-entering the VA system. 
Many of these Vietnam Vets have not used VA services previously, but are now en- 
tering their mid-60’s with all the associated diseases and illnesses that comes with 
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their age. We are also dealing with injuries that have taken over 30 years to de- 
velop, such as cancers, diabetes and other conditions that result from exposure to 
Agent Orange. According to the State of Aging and Health in America 2007 Report, 
the cost of providing health care for an older American is three to five times greater 
than the cost for someone younger than 65. 

So the USDVA is now faced with our young servicemembers returning home and 
entering the VA medical system at the exact same time that the medical needs of 
our Vietnam Veterans will be increasing. The amount of money this is going to cost 
the Nation and each individual state is tremendous. In addition, we don’t have 
enough room at our facilities — state or Federal — to take care of both eras at once. 
The dedicated staff at the USDVA medical hospitals is already overworked and 
understaffed. Let me give you an example: The USDVA estimates that there are 
8,122,000 Vietnam era Veterans in this country. I estimate, based on percentage of 
Veterans in Illinois that we are home to 389,856 Vietnam Veterans. The Illinois De- 
partment of Veterans’ Affairs operates four state Veteran homes, which are long- 
term care facilities. Our 1,000 beds are almost at full capacity and already house 
100 Vietnam Veterans. The number of Vietnam Veterans seeking to enter our Vet- 
erans’ homes will only increase as will the number on the waiting list. In response, 
we are in the planning stages to build another new Veterans’ home. The fact is that 
right now most VA systems, at the state or the Federal level, are not ready to han- 
dle both eras’ Veterans entering the VA system at the same time. Illinois is working 
to be ready with the first of the expansions to our Veterans Homes opening next 
summer and by investing over $50 million in new programs aimed at young Vet- 
erans in just 2007 alone. 

What the USDVA needs is to either open more VA clinics and Vet Centers or to 
certify private practitioners to provide medical services and give the Veteran this 
option. While there is already a system in place within the USDVA for Veterans 
to use private medical care facilities, this system is uneven across the Nation. In 
central Illinois, the Danville VA facility is so unyielding that it actually forces its 
Veterans to endure overnight travel to get a simple x-ray performed instead of using 
a local clinic minutes away from their home. By identifying major civilian medical 
facilities, such as University teaching hospitals or other large networks, the USDVA 
could ensure that our Veterans receive the needed quality care that they deserve. 
I must caution, however, that any privatization of VA care be conducted with ex- 
treme supervision to insure that there is no lowering of standards and quality of 
care for our Veterans. 

An additional way that the USDVA is not ready to handle our Veterans’ needs 
is in technology. The USDVA has superior expertise in many areas and can meet 
Veterans’ needs if the Veteran can afford to travel to the appropriate VA facility. 
However, in other areas, the VA is far behind current developments and will be un- 
likely to catch up and adequately meet Veterans needs at the same time. For exam- 
ple, in the case of prosthetics, the VA is not ready and our Veterans cannot afford 
to wait for them to play catch-up. My VA hospital, Hines, is superior in blind and 
spinal cord rehabilitation, but the prosthetics department, while eager to meet my 
needs, is many decades behind in prosthetics technology. I now receive care at Hines 
for my primary medical care, but also continue to return to Walter Reed for pros- 
thetics — paying for my own travel costs. I also travel to a specialist in Florida for 
state-of-the-art care. Recently, Hines sent a prosthetist with me to Florida to learn 
about the high-tech artificial legs that I obtain from the private practitioner there. 
He was overwhelmed by the technology and the civilian practitioner was appalled 
at the lack of current knowledge shown by the Hines representative. The USDVA 
is absolutely not ready to treat amputee patients at the high-tech levels set at the 
DOD medical facilities. Much of the technology is expensive and most of the VA per- 
sonnel are not trained on equipment that has been on the market for several years, 
let alone the state-of-the-art innovations that occur almost monthly in this field. I 
recommend that the VA expand its existing program that allows patients to access 
private prosthetic practitioners. There is simply not enough time for USDVA to 
catch up in this field in time to adequately serve the new amputees from OIF/OEF 
during these critical first 2 years following amputation. Perhaps after the end of the 
current wars in Iraq and Afghanistan, the VA will have time to advance its pros- 
thetics program. 

I’ve appeared before both the U.S. Senate Committee on Veterans’ Affairs and the 
House Subcommittee on Veterans’ Affairs to testify on the seamless transition from 
DOD to VA health care and have presented several recommendations to improve the 
health care services for our Nation’s Veterans. For instance, I recommended that 
any seamless transition program must also include comprehensive screening for 
Traumatic Brain Injury (TBI), Post Traumatic Stress Disorder (PTSD) and vision 
loss by both the DOD and the USDVA Health Care systems. 
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I want to highlight how Illinois is addressing TBI and PTSD. Over the past sum- 
mer, Illinois announced the Nation’s first-of-its-kind program to screen every Illinois 
National Guard member for Traumatic Brain Injury while offering free TBI screen- 
ing to all other Illinois Veterans. As part of this program, Illinois is also estab- 
lishing a24-hour, toll-free hotline to provide psychological assistance to Veterans 
suffering from Post Traumatic Stress Disorder. When a Veteran calls this hotline, 
a clinician performs an initial over-the-phone screening and determines the next 
steps to take. All staff will be trained in the area of combat-related PTSD and other 
mental issues faced by Veterans, and there is at least one psychiatrist on call at 
all times. The hotline format is important, as our Veterans often do not have the 
option or willingness to drive 100 miles for PTSD treatment. When one wakes up 
from a nightmare at 2 a.m. on a Friday night, one needs help immediately, not at 
8 a.m. on the following Monday, which is the current case with the USDVA. I know 
that efforts are underway to strengthen these assessments by both the DOD and 
the USDVA. However, there is no standard procedure in place to insure that all re- 
turning servicemembers are screened nation-wide. 

I commend this panel for its oversight of the U.S. Veterans Administration and 
the facilities that it operates. We should all demand that our Veterans have access 
to care that is commensurate to their dedication to our country. 

I would be happy to take any questions. 

Senator Akaka [Presiding]. Thank you. 

Mr. McCarty? 

STATEMENT OF STEVEN MCCARTY, VETERAN, OPERATION 
IRAQI FREEDOM, BEDFORD, TEXAS 

Mr. McCarty. Mr. Chairman, thank you for the opportunity to 
testify today before the Veterans’ Affairs Committee. I look forward 
to sharing my story with the Senators here this morning. 

My name is Steve McCarty, and I am a Lance Corporal with the 
United States Marine Corps Reserve with the 14th Marines Head- 
quarters Battery out of Fort Worth, Texas. On June 1, 2006, I was 
part of a detachment that was activated with 1st Marines 24th Di- 
vision. We were sent to Fallujah, Iraq, from September 24, 2006, 
to April 15, 2007. During this time I served as a member of a truck 
platoon. 

In February of this year, while I was still in Iraq, I was con- 
cerned when I started experiencing diarrhea with blood in the 
stool. When I confronted my corpsman, he gave me the option to 
either keep going and do the missions or go to medical and receive 
treatment and possibly miss operations. I chose to keep going. 

Upon returning from Iraq in April, the stress of demobilization 
and jubilation of getting reacquainted with family and civilian life 
overshadowed the discomfort of my symptoms, which seemed minor 
at the time. While driving home from visiting my grandmother in 
Indiana, my symptoms got to the state where they could no longer 
be ignored. I was in severe pain, had bad diarrhea, and was vom- 
iting. My parents were now aware of my deteriorating health and 
convinced me to stop at the VA Hospital in Marion, Illinois. 

Upon arriving at the emergency room, the doctor ran various 
tests, which included blood work and a CAT scan. The results of 
these tests were negative. At this time, the ER doctor, who was a 
surgeon, admitted me and diagnosed my symptoms as possibly 
being appendicitis. He recommended removing the appendix and 
doing exploratory surgery. After he consulted with other doctors, 
some of which did not agree with this diagnosis, he took the advice 
of a second surgeon who recommended doing the surgery 
laparoscopically. We were more comfortable with this technique 
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due to the shorter recovery time and lack of a large incision. The 
doctors thought I would be ready to leave the hospital in a few 
days. 

I had surgery at the Marion VA on Friday, June 15th. After the 
operation, we were told that the appendix did not look as bad as 
what they anticipated. Although I had been suffering for 4 months, 
the surgeon thought I must have a virus since the antibiotics were 
not having any effect. 

On Sunday, 2 days after the surgery, my symptoms were getting 
worse. However, the doctors continued to follow the timetable and 
release after having your appendix removed. At this point one of 
the nurses told my parents that she would get me out of there if 
I were her son. She said the doctors did not know what was wrong 
with me. 

Seeing my deterioration, my parents began asking for specialists 
on Monday, June 18. They were told the specialists were part of 
the clinic and were not available to attend to hospital patients. 
After receiving outside advice, my parents spoke with the patient 
advocate at the hospital. We were told that there was not a gastro- 
enterologist, but an infectious disease specialist was available. 

Four days after my surgery, my stomach still swollen and the 
other symptoms still there, an infectious disease specialist finally 
came to see me. Within minutes, he diagnosed me with dysentery 
and changed my antibiotic, but he could not explain my swollen 
stomach. I honestly looked like I was 9 months pregnant. That 
night my mom asked a nurse about this, and she said she had 
never seen it last this long. Another nurse told us that she would 
never take her family to any doctors there. They go to doctors in 
St. Louis, Missouri — a 2-hour drive from Marion. 

After 7 days at the Marion hospital, my condition had stabilized 
enough for me to attempt to travel, and my parents asked for as- 
sistance in getting me quickly and safely home. The only assistance 
given to us was the cost of one ticket for the shuttle that runs from 
Marion to the St. Louis airport. When I was discharged, I was sup- 
posed to take the new antibiotic, but they mistakenly gave me the 
old and less effective one. 

Upon returning home to Texas, my close Marine buddy informed 
us that we still had TRICARE coverage. The morning after return- 
ing from Illinois, we went to the emergency room at Harris Meth- 
odist H-E-B Hospital. The doctor noticed the severity of my symp- 
toms and did all the same tests I had received at Marion. Upon re- 
viewing the test results, the ER doctor discovered that my colon 
was perforated and I had free air under my diaphragm. My waste 
was pouring into my abdominal cavity. The ER doctor immediately 
called in the specialists. 

I was taken to surgery that afternoon. Two sections of my colon 
had to be removed. These two sections were in the same location 
as two of the laparoscopic incisions. Due to the severity of the in- 
fection, my wound had to be left open. After the surgery, the doctor 
told my parents I was lucky to be alive. If it had not been for the 
fact that I was in such good shape and young, I would be dead. 

I spent the next 3 weeks in the hospital and was discharged on 
July 11, 2007. I was attached to a wound vac for 6 weeks. Now I 
have both a colostomy and ileostomy bag. The doctors at Harris 



44 


Methodist H-E-B Hospital finally diagnosed my symptoms I had 
heen experiencing since my service in Iraq as ulcerative colitis — a 
condition that would have heen seen earlier if a colonoscopy would 
have heen performed. 

This has affected the quality of life for me and my family. This 
has prevented me from drawing unemployment and working. It is 
also hindering my advancement in the military. I have no source 
of income, and I am told it will take 1 year for the VA to process 
my disability requests. I have applied for incapacity pay, hut have 
not received anything to date. 

In closing, I have a colostomy bag, an ileostomy bag, a large open 
wound, and multiple laparoscopic incisions. I will be unable to ef- 
fectively serve in the Marines at home as well as unable to deploy. 
The actions of the VA hospital in Marion have removed this Marine 
and countless other veterans from the war on terror. These wounds 
are not a result of insurgents; they are a result of incompetence on 
American soil. 

Thank you for allowing me to share my story today. I am happy 
to answer any questions about my experience. 

[The prepared statement of Mr. McCarty follows:] 

Prepared statement of Steven McCarty, Veteran, Operation Iraqi Freedom 

Mr. Chairman, thank you for the opportunity to testify today before the Veterans’ 
Affairs Committee. I look forward to sharing my story with the Senators here this 
morning. 

My name is Steve McCarty and I am a Lance Corporal in the U.S. Marine Corps 
Reserve with the 14th Marines Headquarters Battery out of Fort Worth, Texas. On 
June 1, 2006, I was part of a detachment that was activated with 1st Marines 24th 
Division. We were sent to Fallujah, Iraq from September 24, 2006, through April 
16, 2007. During this time I served as a member of a truck platoon, primarily driv- 
ing a 7&fxsp0;-ton refueling truck. 

In February of this year, while I was still in Iraq, I was concerned when I started 
experiencing diarrhea with blood in the stool. My symptoms were consistent with 
what has since been diagnosed as ulcerative colitis. When I confronted my corps- 
man, he gave me the option to either keep going and do the missions or go to med- 
ical and receive treatment and possibly miss operations. I chose to keep going. 

Upon returning from Iraq in April, the stress of demobilization and jubilation of 
getting reacquainted with family and civilian life overshadowed the discomfort of 
my symptoms which seemed minor at the time. After being deactivated off of active 
duty on June 1, my family and I traveled to the Midwest. While driving home from 
visiting my grandmother in Indiana, my symptoms got to the state where they could 
no longer be ignored. I was in severe pain, had bad diarrhea, and was vomiting. 
My parents were now aware of my deteriorating health and convinced me to stop 
at the VA Hospital in Marion, Illinois. 

Upon arriving at the emergency room, the doctor ran various tests which included 
blood work and a CAT scan. The results of these tests were negative. At this time, 
the ER doctor, who was a surgeon, admitted me and diagnosed my symptoms as 
possibly being appendicitis. He recommended removing the appendix and doing ex- 
ploratory surgery. After he consulted with other doctors, some of which did not 
agree with the diagnosis, he took the advice of a second surgeon who recommended 
doing the surgery laparoscopically. We were more comfortable with this technique 
due to the shorter recovery time and lack of a large incision. The doctors thought 
I would be ready to leave the hospital in a few days. 

I had surgery at the Marion VA on Friday, June 15. After the operation, we were 
told that the appendix did not look as bad as they had anticipated. Although I had 
been suffering for 4 months, the surgeon thought I must have a virus since the anti- 
biotics were not having any effect. 

On Sunday, 2 days after the surgery, my symptoms were getting worse. In addi- 
tion, my stomach was now swollen. However, the doctors continued to follow the 
timetable for recovery and release after having appendicitis. At this point one of the 
nurses told my parents that she would get me out of there if I were her son. She 
said the doctors did not know what was wrong with me. 
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Seeing my deterioration, my parents began asking for specialists on Monday, June 
18. They were told the specialists were part of the clinic and were not available to 
attend to hospital patients. After receiving outside advice, my parents spoke with 
the patient advocate at the hospital. We were told there was not a gastro- 
enterologist, but an infectious disease specialist was available. 

Four days after my surgery, my stomach still swollen and the other symptoms 
still there, an infectious disease specialist finally came to see me. Within minutes, 
he diagnosed me with dysentery and changed my antibiotic, but he could not explain 
my swollen stomach. I honestly looked like I was 9 months pregnant. That night 
my mom asked a nurse about this and she said she had never encountered a situa- 
tion like this. Another nurse told us that she would never take her family to any 
doctors there. She goes to doctors in St. Louis, Missouri — a 2-hour drive from Mar- 
ion. 

After 7 days at the Marion VA, my condition had stabilized enough for me to at- 
tempt to travel and my parents asked for assistance in getting me quickly and safe- 
ly home. The only assistance given was the cost of one ticket for the shuttle that 
runs from Marion to the St. Louis airport. When I was discharged, I was supposed 
to take the new antibiotic with me but they mistakenly gave me the old and less 
effective one. 

Upon returning home to Texas, my close Marine buddy informed us that we still 
had TRICARE. The morning after returning from Illinois, we went to the emergency 
room (ER) at Harris Methodist H-E-B Hospital. The doctor noticed the severity of 
my symptoms and did the same tests I had received in Marion. Upon reviewing the 
test results, the ER doctor discovered that my colon was perforated and I had free 
air under my diaphragm. My waste was actually pouring into my abdominal cavity. 
The ER doctor immediately called the specialists. 

I was taken to surgery that afternoon. Two sections of my colon had to be re- 
moved. Those two sections were in the same location as two of the laparoscopic inci- 
sions. Due to the severity of the infection, the wound had to be left open. After the 
surgery, the doctor told my parents I was lucky to be alive. If I hadn’t been in such 
good shape and young, I would be dead. 

I spent the next 3 weeks in the hospital and was discharged on July 11, 2007. 
I celebrated my birthday while still in the hospital. I was attached to a wound vac 
for 6 weeks. I now have both a colostomy bag and ileostomy bag. The doctors at 
Harris Methodist H-E-B Hospital finally diagnosed the symptoms I had been experi- 
encing since my service in Iraq as ulcerative colitis. The part of my colon that re- 
mains is not functional at this time. 

This has affected the quality of life for me and my family. This has prevented me 
from drawing unemplo 3 mient and working. It is also hindering my advancement in 
the military. I have no source of income and I am told it will take 1 year for the 
VA to process my disability requests. I have also applied for incapacity pay but have 
not received anything to date. 

In closing, I have a colostomy bag, an ileostomy bag, a large open wound, and 
multiple laparoscopic incisions. I will be unable to effectively serve in the Marines 
at home as well as unable to deploy. The actions of the VA hospital in Marion have 
removed this Marine and countless other veterans from the war on terror. These 
wounds are not a result of insurgents, they are a result of incompetence on Amer- 
ican soil. 

Thank you for allowing me to share my story today. I am happy to answer ques- 
tions about my experience. 

Senator Akaka. Thank you, Mr. McCarty. 

Senator Durbin? 

Senator Durbin. I would like to thank Chairman Akaka for al- 
lowing me to ask first. I have to go down to a Senate Judiciary 
Committee meeting. My thanks to the panel, each one of you. 

First, to Lance Corporal McCarty, who came by my office yester- 
day with his family, this is a heart-breaking story of a young man 
with a medical problem whose treatment was inappropriate and 
which led to complications, pain, hospitalization, and your life has 
changed. That is the reality when serious mistakes are made. I am 
certain that your case will be investigated, as it should be, and I 
stand ready to help you in any way that I can. You served your 
country. Now we need to serve you. And thank you for being here 
today and telling your story. I know it was not easy, but it is im- 
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portant that it be heard. It is a reminder that a lot of things that 
we are talking about here involve real human lives, the lives and 
the futures of our veterans like Steven McCarty. So, thank you so 
much for being here. 

To Tammy Duckworth, let me just say that there are probably 
very few people in America better qualified than you to talk about 
the treatment of soldiers and veterans after your experience serv- 
ing in Iraq and coming back and facing rehabilitation since then. 
I am so happy that you are here today and that you continue to 
serve your Nation and my State of Illinois. I could not agree with 
you more on the basic premise that if we cannot provide the med- 
ical care promised to Steven McCarty and every other soldier, re- 
gardless of the war they served in or the time that they served, 
then we need to consider alternatives. And I have seen it repeat- 
edly. This morning, as I came in here, I met Eric Edmondson on 
the sidewalk, a man that you know, Tammy, and I know well. It 
is a long and heroic story of his family fighting for his rights. This 
man, a victim of Traumatic Brain Injury in Iraq, has made dra- 
matic strides because of the determination of his family. 

When I think of what he went through and I hear Lance Cor- 
poral McCarty talk about waiting a year — a year? — to have his dis- 
ability claim processed. What is wrong with this picture? We are 
telling recruits if you will show up in 6 weeks we will give you 
more money to go overseas. And now we tell them when they re- 
turn wounded, wait a year before we can tell you what your Gov- 
ernment is going to provide? This is totally unfair, and something 
has to be done about it. 

Mr. Williamson, you heard some of the questions earlier that 
were asked about this situation between Massachusetts and the 
Marion VA, and from what we gathered, Massachusetts really did 
not want to tell the Marion VA much about this Dr. Mendez and 
his giving up his right to practice medicine in Massachusetts. Dur- 
ing the course of your GAO investigation, did you come across any- 
thing like this? 

Mr. Williamson. No, we did not. Senator. We looked at a sample 
of cases at each of the seven facilities we visited and we did not 
come across anything like this. 

Senator Durbin. It seems to me to make a mockery of 
recredentialing if the individual veterans facility cannot get 
straight and complete answers about the status of licensure of one 
of their medical staff. How could you possibly know whether that 
person should continue practicing? Did you make any recommenda- 
tions about that in terms of your VA study? 

Mr. Williamson. Well, our recommendations dealt with privi- 
leging, and really, I think from what I have heard today, that was 
what VA is focusing on. The credentialing process for the seven 
hospitals that we looked at, was following VA requirements. How- 
ever, privileging, was an area we found that needed some improve- 
ments. We have not compared VA’s credentialing and privileging 
process with that of the private sector. VA’s got a good system. But 
the system is only as good as the people implementing it, and I 
really want to say that I think it is important to wait for the VA 
IG’s report to come out to see whether it was the process or was 
it the implementation of that process. 
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Senator Durbin. I completely agree with you on that. But I tell 
you, one thing that came out today is the fact that of the 34,000 
medical professionals who are being reviewed — I think that number 
is correct — some 17,000 of them are requiring some follow-up, addi- 
tional information, which is an indication to me that the system 
needs to be a lot more thorough and a lot more complete than it 
currently is. And I think your GAO study may have pointed some 
new directions for us to move in that regard. 

Mr. Chairman, I am going to have to leave for the Judiciary 
Committee. I want to thank this panel. Steven, thank you and your 
family for the sacrifice you made to be here. And, Tammy, I am 
looking forward to continuing to work with you in Illinois and be- 
yond. Mr. Williamson, thank you for your insight on this. 

I hope, Mr. Chairman, when this investigation is completed at 
Marion, that we might schedule another hearing to see what les- 
sons can be learned. Thank you very much. 

Senator Akaka. Thank you very much. Senator Durbin. We will 
look very closely at the results of the IG investigation. Thanks so 
much. 

Mr. McCarty, again, I appreciate your coming forward as you 
have, and I want you to know how sorry we are about what hap- 
pened to you. I hope that your claim for VA benefits will be re- 
solved quickly. Please let me know if I can be of assistance in help- 
ing to resolve this effort. 

At this time I just want to ask whether you have any other com- 
ments, besides the testimony you have made concerning your expe- 
riences, and especially what you hope for — what the VA can pos- 
sibly do for you. 

Mr. McCarty. At this time, Mr. Chairman, I want to thank you 
again for the opportunity to speak today. The only thing that I can 
see that I would like to come out of this is the doctors at the VA 
are held accountable for their performance. That is really the only 
thing that I would like to be done. 

Senator Akaka. Well, thank you for that. You know that the 
focus in this hearing has been to that end — to be sure that we can 
continue quality control. 

Ms. Duckworth, talking about quality control — and as I men- 
tioned, this is part of the reason for this hearing — what type of 
quality assurance does your office do working in conjunction with 
the Division of Professional Regulation to ensure that veterans in 
your State receive the highest standard of care? 

Ms. Duckworth. Well, sir, we have no say over the Federal VA 
facilities, in our case Hines, Marion, and Danville. All we can do 
is, as we get complaints into our office, refer them to the local hos- 
pital administrator and bring it to their attention. So, we actu- 
ally — as a State agency — have no say over the Federal. 

We are, however, as a State agency, inspected by the Federal VA 
as well as the State of Illinois Department of Public Health. So our 
four veterans’ homes that we operate in the State of Illinois are 
double inspected, not only by the Federal VA when they come out 
and inspect our facilities, but also by our sister agency. And I think 
that double inspection process, while it can be onerous at times, it 
helps us to have a checks and balance as to the entire process. And 
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oftentimes we have found that our sister agency is much tougher 
on us in terms of their findings than the Federal VA has heen. 

I do want to say, sir, that I have had personally wonderful treat- 
ment through the VA system. I think that Hines VA, with its blind 
rehabilitation program, with its spinal cord injury program, really 
leads the Nation and that the VA has great expertise that we need 
to respect and maximize. However, I do think that there is oppor- 
tunity here for us to look at some outside care and more participa- 
tion of local communities, teaching hospitals, that sort of thing, to 
not supplant, but supplement the Federal VA. And I think that 
bringing in some outside — as I mentioned earlier, requiring doctors 
to have privileges at the local hospital where the VA hospital is 
also co-located — will help with that process. 

So, as far as the State of Illinois is concerned, we are co-in- 
spected by our sister agency in the State of Illinois. We are also 
inspected federally. We have no say whatsoever over the Federal 
VA other than getting complaints and letters and trying to advo- 
cate for our veterans the best that we can. 

Senator Akaka. Speaking about Marion, when was your office 
told by VA about the spike in deaths at Marion? 

Ms. Duckworth. I have never received official notice from the 
Federal VA, sir. We have a veterans’ home in Anna, in far southern 
Illinois, which sends its patients to Marion VA. The only notice we 
received was that we could no longer send our patients there for 
surgeries, and we have never been informed as to what the reason 
was other than just through the media and me making some phone 
calls. 

Senator Akaka. I want to thank you for your remarks about VA 
having the best kind of providers. 

Ms. Duckworth. Yes, sir. 

Senator Akaka. Unfortunately, you know, there are many clinics, 
many hospitals, and our effort here is to try to maintain quality 
control throughout the system. And your testimony and your re- 
sponses will help us do that, and I am sure will help the adminis- 
tration do it as well. We are looking forward to continuing this 
until the investigation is done. 

Mr. Williamson, as may have been the situation in the case of 
the surgeon at Marion, timing clearly poses a problem in the proc- 
ess of background checks. Because medical administrators cannot 
discuss open disciplinary investigations, employers may not be 
aware of serious issues surrounding potential hires. My question to 
you is: How can the background-checking process be improved to 
avoid this problem? 

Mr. Williamson. Well, as you may know, Mr. Chairman, we did 
work in 2004 and 2006 on screening of all health care practitioners 
in VA. We took issue with the background processes in the sense 
that in many cases they were not being done, and there was not 
adequate documentation to show, in some cases, that the results of 
the background investigation had been reviewed. 

Since that time, VA has implemented some stricter background- 
checking procedures; whereby, they are now doing background 
checks on all their health care providers, and they now have a 
process in place to document that. So, I think with the fingerprint- 
only kinds of background checks that are going on, I think VA is 
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now doing those kind of things that we took issue with in earlier 
work. 

Senator Akaka. Mr. Williamson, what can he done to lessen the 
chances that Marion will be repeated? 

Mr. Williamson. I am going to go back to what I said a minute 
ago, Mr. Chairman, and that is that the process can be a good one, 
but it really needs to be followed. And I really cannot comment on 
the Marion situation. I just do not know the facts and, pending the 
VA IG review, I think it would be remiss if I commented on that. 

But I can tell you that I have worked for GAO for over 40 years, 
and in that time I have looked at hundreds — done hundreds and 
hundreds of audits, many of those something like this, where some- 
thing has gone wrong. And in a general sense, without reflecting 
on Marion, I can tell you that there are always — almost always — 
danger signals that if in 20/20 hindsight people would have paid 
attention to, we could have prevented these kind of things. 

So I would be, I think, as curious as this Committee is in terms 
of trying to find out what the causes of the Marion situation were. 

Senator Akaka. Yes. It is interesting. When you raise “dangerous 
signals,” it is something that I hope we can deal with, because it 
is important and it is the beginning of something that we need to 
know more about. And with your 40 years of experience with GAO, 
I hope you can come up with a solution to that, so that we can do 
it here in our Government. 

But all of this, of course, would be done for the purpose of keep- 
ing quality control throughout our system. As was mentioned, 
when you talk about 56,000 doctors, it is huge; and to keep control 
over the 56,000 is very difficult. But we have to do that, try our 
best to do that, and this is our effort today. 

So thank you so much, all of you, for your testimonies and for 
your responses, and I want to wish you well. Remember, we are 
here to maintain that high quality of service to our veterans, and 
that is what we are doing. 

Thank you very much, and this hearing is adjourned. 

[Whereupon, at 11:10 a.m., the Committee was adjourned.] 




APPENDIX 


Prepared statement of The American Academy of Physician Assistants 

On behalf of the nearly 65,000 clinically practicing physician assistants (PAs) in 
the United States, the American Academy of Physician Assistants (AAPA) is pleased 
to submit comments for the hearing record on Hiring Practices and Quality Control 
in VA Medical Facilities. The Academy’s comments will focus on H.R. 2790, a bill 
introduced in the House by Representatives Phil Hare and Jerry Moran to amend 
title 38, United States Code, to establish the position of Director of Physician Assist- 
ant Services within the office of the Under Secretary of Veterans’ Affairs for Health. 
AAPA believes that enactment of H.R. 2790 is essential to improving patient care 
for our Nation’s Veterans, ensuring that the 1,600 PAs employed by the VA are fully 
utilized and removing unnecessary restrictions on the ability of PAs to provide med- 
ical care in VA facilities. The Academy believes that enactment of H.R. 2790 is nec- 
essary to advance recruitment and retention of PAs within the Department of Vet- 
erans’ Affairs and requests that the Senate Committee on Veterans’ Affairs supports 
this important legislation. 

Physician assistants are licensed health professionals, or in the case of those em- 
ployed by the Federal Government, credentialed health professionals, who — 

• practice medicine as a team with their supervising physicians 

• exercise autonomy in medical decisionmaking 

• provide a comprehensive range of diagnostic and therapeutic services, including 
performing physical exams, taking patient histories, ordering and interpreting lab- 
oratory tests, diagnosing and treating illnesses, suturing lacerations, assisting in 
surgery, writing prescriptions, and providing patient education and counseling 

• may also work in educational, research, and administrative settings. 

Physician assistants’ educational preparation is based on the medical model. PAs 
practice medicine as delegated by and with the supervision of a physician. Physi- 
cians may delegate to PAs those medical duties that are within the physician’s scope 
of practice and the PA’s training and experience, and are allowed by law. A physi- 
cian assistant provides health care services that were traditionally only performed 
by a physician. All states, the District of Columbia, and Guam authorize physicians 
to delegate prescriptive privileges to the PAs they supervise. AAPA estimates that 
in 2006, approximately 231 million patient visits were made to PAs and approxi- 
mately 286 million medications were prescribed or recommended by PAs. 

The PA profession has a unique relationship with veterans. The first physician 
assistants to graduate from PA educational programs were veterans — former med- 
ical corpsmen who had served in Vietnam and wanted to use their medical knowl- 
edge and experience in civilian life. Dr. Eugene Stead of the Duke University Med- 
ical Center in North Carolina put together the first class of PAs in 1965, selecting 
Navy corpsmen who had considerable medical training during their military experi- 
ence as his students. Dr. Stead based the curriculum of the PA program in part on 
his knowledge of the fast-track training of doctors during World War II. Today, 
there are 139 accredited PA educational programs across the United States. Ap- 
proximately 1,600 PAs are employed by the Department of Veterans Affairs, making 
the VA the largest single employer of physician assistants. These PAs work in a 
wide variety of medical centers and outpatient clinics, providing medical care to 
thousands of veterans each year. Many are veterans themselves. 

Physician assistants are fully integrated into the health care systems of the 
Armed Services and virtually all other public and private health care systems. PAs 
are on the front line in Iraq and Afghanistan, providing immediate medical care for 
wounded men and women of the Armed Forces. Within each branch of the Armed 
Services, a Chief Consultant for PAs is assigned to the Surgeon General. PAs are 
covered providers in TRICARE. In the civilian world, PAs work in virtually every 
area of medicine and surgery and are covered providers within the overwhelming 
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majority of public and private health insurance plans. PAs play a key role in pro- 
viding medical care in medically underserved communities. In some rural commu- 
nities, a PA is the only health care professional available. 

AAPA is very appreciative of the leadership of many Members of the Senate Com- 
mittee on Veterans’ Affairs in creating the VA’s Physician Assistant (PA) Advisor 
to the Under Secretary for Health. The current PA Advisor to the Under Secretary 
for Health was authorized through section 206 of P.L. 106-419 and has been filled 
as a part-time, field position. Prior to that time, the VA had never had a representa- 
tive within the Veterans Health Administration with sufficient knowledge of the PA 
profession to advise the Administration on the optimal utilization of PAs. This lack 
of knowledge resulted in an inconsistent approach toward PA practice, unnecessary 
restrictions on the ability of VA physicians to effectively utilize PAs, and an under- 
utilization of PA skills and abilities. The PA profession’s scope of practice was not 
uniformly understood in all VA medical facilities and clinics, and unnecessary confu- 
sion existed regarding such issues as privileging, supervision, and physician 
countersignature . 

Although the PAs who have served as the VA’s part-time, field-based PA Advisor 
have made progress on the utilization of PAs within the agency, there continues to 
be inconsistency in the way that local medical facilities use PAs. In one case, a local 
facility decided that a PA could not write outpatient prescriptions, despite licensure 
in the state allowing prescriptive authority. In other facilities, PAs are told that the 
VA facility can not use PAs and will not hire PAs. These restrictions hinder PA em- 
ployment within the VA, as well as deprive veterans of the skills and medical care 
PAs have to offer. 

The AAPA believes that a full-time Director of PA Services within the VA Central 
Office is necessary to recruit and retain PAs in the Department of Veterans’ Affairs. 
PAs are in high demand in the private market place. 

• The US Bureau of Labor Statistics (BLS) projects that the number of PA jobs 
will increase by 50 percent between 2004 and 2014 and has ranked the profession 
as the fourth fastest growing profession in the country. 

• US News and World Report named the PA profession within its 2007 list of 25 
best careers. 

• Money magazine ranked the PA profession No. 5 in its 2006 list of top careers; 
CNN listed the PA profession as No. 4 in its 2006 list of top US careers. 

The growth in PA jobs is in the private sector, not the Federal Government. AAPA 
believes that the Federal Government, including the Department of Veterans’ Af- 
fairs, will not be able to compete with the private market unless special efforts are 
made to recruit and retain PAs. According to the AAPA’s 2006 Census Report, an 
estimated 3,545 PAs are employed by the Federal Government to provide medical 
care. Unfortunately, AAPA’s Annual Census Reports of the PA Profession from 1997 
to 2006 document an overall decline in the number of PAs who report Federal Gov- 
ernment emplo 3 Tnent. In 1991, nearly 13.4 percent of the total profession was em- 
ployed by the Federal Government. This percentage dropped to 6 percent in 2006. 

The Academy also believes that the elevation of the PA Advisor to a full-time Di- 
rector of Physician Assistant Services, located in the VA central office, is necessary 
to increase veterans’ access to quality medical care by ensuring efficient utilization 
of the VA’s PA workforce in the Veterans Health Administration’s patient care pro- 
grams and initiatives. PAs are key members of the Armed Services’ medical teams 
but are an underutilized resource in the transition from active duty to veterans’ 
health care. As health care professionals with a longstanding history of providing 
care in medically underserved communities, PAs may also provide an invaluable 
link in enabling veterans who live in underserved communities to receive timely ac- 
cess to quality medical care. 

Thank you for the opportunity to submit a statement for the hearing record in 
support of legislation to elevate the VA’s PA Advisor to a full-time position in the 
VA’s central office. AAPA is eager to work with the Senate Committee on Veterans’ 
Affairs to improve the availability and quality of medical care to our Nation’s vet- 
eran population. 
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